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Reginald Williams, Molly FitzGerald

Foreword

Michael 2025; 22: 7–9. 
doi: 10.56175/Michael.12576

For over a century, the Commonwealth Fund has worked to advance a 
singular mission: to enhance the common good. Today, that means promot-
ing a high-performing health system that delivers better access, improved 
quality, and greater efficiency, especially for society’s most vulnerable. We 
do this through rigorous research, evidence-based policy innovation, and 
one of our most enduring and proudest traditions – The Harkness Fellow-
ships in Health Care Policy and Practice. 

The Harkness Fellowships were originally founded with the bold and 
forward-looking vision to promote international understanding by offering 
emerging leaders the opportunity to study, travel, and grow through expo-
sure to new systems and ideas. 

That spirit endures today. 
Since its founding in 1925, the Harkness Fellowships have served as a 

bridge between ideas, people, systems, and countries. Over the decades, the 
program has evolved to meet the challenges of the moment, from its early 
emphasis on transatlantic academic exchange, to its current focus on policy, 
practice, and health system innovation. Yet its core remains the same: to 
foster future leaders, build bridges across borders, and generate insights that 
improve health care for all. 

Norway joined this global Fellowship network in 2010, thanks to the 
foundational support of Norwegian Knowledge Centre for Health Services, 
the Norwegian Institute of Public Health and the Research Council of 
Norway. Since then, 15 Norwegian fellows have taken part, including the 
current fellow, exploring timely issues including telemedicine, overdiagno-
sis, leadership, and equity in care, contributing to and improving health 
policy in both the U.S. and Norway. Their work has led to influential 

Foreword
Reginald Williams, Molly FitzGerald
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publications, actionable policy advice, and innovations now deployed in 
Norwegian health services.

The Harkness Fellowship is much more than a research opportunity – it 
is, as many alumni describe it, a “transformative” life experience. The pro-
gram offers mid-career professionals a unique opportunity to spend a year 
in the United States conducting policy-relevant research, working closely 
with leading mentors and institutions, and gaining insight into the com-
plexities of the U.S. health system. Beyond the rigor of the work produced, 
we see first-hand how the fellowship cultivates enduring professional net-
works, cross-border friendships, and broadened perspectives that often 
reshapes careers and, by extension, health systems. 

This volume details the work of Norwegian Harkness Fellows over the 
past 15 years. It reflects their deep commitment to learning, innovation, 
and cross-country engagement. It is a resource for future leaders and proof 
of the lasting impacts of international exchange. 

It also reminds us of the crucial role that partners play in making this 
work possible. Our partnership with Norway is strong and valued. The 
steady support from our Norwegian partners and diligent work of the fel-
lows they support prove a shared belief that international learning helps 
solve national challenges. As one fellow said, “True leadership lies in eve-
ryday actions – sharing knowledge, offering resources, and helping others 
shine.”

As we mark the Harkness Fellowship centennial in 2025, we celebrate 
the program’s history with a forward-looking view toward its continued 
relevance. In an era defined by seemingly insurmountable challenges and 
complexity, the need for cross-border learning is greater than ever. We hope 
this collection will inform, inspire, and guide future Harkness Fellows, and 
the broader community of people working to improve health across borders.

With thanks to all who contributed. We look forward to the work ahead.

Reginald Williams 
rw@cmwf.org
The Commonwealth Fund
1 East 75th Street
New York, NY 10021
USA

Reginald Williams is Senior Vice President, International Health Policy and 
Practice Innovations, The Commonwealth Fund. 

mailto:rw@cmwf.org
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Jan Frich, Magne Nylenna, Kjetil Telle,  
Signe Flottorp, John-Arne Røttingen

The Norwegian Harkness-
experience 2010–2025

Michael 2025; 22: Supplement 34: 10–20.
doi: 10.56175/Michael.12577

The Harkness Fellowships, offered by The Commonwealth Fund, provide mid-
career professionals from selected countries—including Norway—with a year-
long opportunity to conduct health policy research in the U.S. The program aims 
to develop international leaders by fostering comparative research and collabo-
ration across health systems. Fellows are placed at leading U.S. institutions, 
engage with mentors, participate in seminars, site visits, and policy briefings, 
and present their findings at a final seminar. Since Norway joined the program 
in 2010, 14 Norwegian fellows have completed the program, supported by the 
Norwegian Knowledge Centre for Health Services, the Norwegian Institute of 
Public Health and the Research Council of Norway.

The Norwegian fellows have explored a wide range of topics including equity, 
overdiagnosis, telemedicine, and care for chronic conditions. They report that the 
program fosters both professional and personal development, new research col-
laborations, and lasting networks. Their contributions have enriched Norwegian 
health services research and policy through publications, policy advice, and policy 
and practice innovation. The program is considered a valuable source of inter-
national perspective and leadership development for improving health care systems.

The Harkness Fellowships in Health Care Policy and Practice, offered by 
The Commonwealth Fund, is a prestigious, year-long fellowship program 
designed for midcareer professionals — policymakers, researchers, clinical 
leaders, health care executives, and journalists — from selected countries, 
including Australia, Canada, France, Germany, the Netherlands, New Zea-
land, Norway, Singapore, and the United Kingdom (1). 

The Harkness Fellowships are named after Edward Stephen Harkness 
(1874–1940) (fig. 1), an American philanthropist who established the fel-
lowships in 1925. He was the son of Anna Maria Harkness (1837–1926) 

The Norwegian Harkness-experience 2010–2025
Jan Frich, Magne Nylenna, Kjetil Telle, Signe Flottorp, John-Arne Røttingen
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(fig. 2) and Stephen Vanderburgh Harkness (1818–1888), an American 
businessman based in Cleveland, Ohio. Anna M. Harkness founded the 
Commonwealth Fund in 1918. The fellowships were first offered in 1925 
and envisioned as a “reverse Rhodes Scholarship” with a broader societal 
scope (2). 

Today, the Commonwealth Fund’s mission is “to promote a high-per-
forming, equitable health care system that achieves better access, improved 
quality, and greater efficiency, particularly for society’s most vulnerable, 
including people of color, people with low income, and those who are 
uninsured” (3). Since 1997, the fellowship program has focused exclusively 
on health care policy and practice, and it remains a flagship of the 
Fund’s International Health Policy and Practice Innovations program.

Norwegian health care
Norway is a Nordic country with a population of approximately 5,6 million, 
known for its strong welfare state and commitment to social equity. Its 
tax-based government funded health care system is a central pillar of this 

Figure 1. Edward Stephen Harkness  
(1874–1940)

Figure 2. Anna Maria Harkness  
(1837–1926)
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model, emphasizing universal access, equity, and high quality of care. 
Norway provides universal health care coverage to all residents through 
membership of the National Insurance Scheme (4). Four regional health 
authorities, owned by the central government, are responsible for provision 
of specialist health services for the population in their region, while primary 
health care is the responsibility of 357 municipalities.

Like many other developed countries, Norway faces challenges such as an 
aging population, waiting times for elective procedures, workforce shortages, 
and balancing cost containment with innovation and quality. The Norwegian 
health care system is often ranked in the top tier in the Commonwealth Fund’s 
international survey of health systems (5) and in other international com-
parisons of system performance like OECD’s international comparative report 
Health at a Glance (6). Coordination of care across and within service levels 
continues to be a challenge due to lack of an integrated electronic health 
record, lack of organizational structures, different financing models and 
regulatory frameworks across the two levels of the health care system. 

Since the Norwegian health care system is predominantly publicly 
funded, most hospitals are owned by the government, and most munici-
palities are small in population size, exposure to integrated and digitally 
mature health systems in other countries may model and inspire new ways 
of delivering health services. The last 15 years, Norway’s participation in 
the Harkness fellowship program has been important for exchange of ideas 
and inspiration to how health care systems and health care delivery can be 
improved.  

The Harkness Fellowship program
The aim of the Harkness Fellowship program is to develop international 
leaders in health policy and practice by providing them with the opportu-
nity to conduct comparative research on critical health care issues in the 
U.S. Applicants must demonstrate a commitment to improving health care 
systems, especially for vulnerable populations, and have a strong track record 
in policy, research, or leadership. The Commonwealth Fund appoints up 
to 13 Harkness Fellows each year. The typical current annual distribution 
is one each from Australia, Canada, and France; two each from Germany 
and the Netherlands; one each from New Zealand and Norway; and four 
from the United Kingdom.

Fellows are placed at leading U.S. universities and health care organiza-
tions. Each fellow is paired with one or more mentors based in the U.S. 
who offers mentoring, guidance, technical expertise, and provides access to 
networks and data. 
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Harkness Fellows build a strong international network of health policy 
experts, and during their year in the U.S. they are expected to produce policy-
relevant outputs such as journal articles, policy briefs, or multimedia content. 

Fellows usually start their year in the U.S. in August or September. The 
fellowship program starts with an orientation week held at the Commonwealth 
Fund headquarters in New York City. During this week Harkness fellows are 
introduced to each other and to the Commonwealth Fund, and they learn 
about current health care delivery system and health policy issues in the U.S. 

The fellow program contains regular seminars, site visits to health care 
organizations and agencies, and policy briefings. Fellows are given the oppor-
tunities to meet with policy leaders, academics, and health care profession-
als who are involved in innovation and improvement of health care service 
delivery. During a week in Washington D.C. fellows get a firsthand under-
standing of how health policy is developed and implemented in the U.S. 
Fellows meet with members of Congress, experts in Medicare and Medicaid 
policy, leaders of political advocacy organizations, and political strategists. 
The year is closed with a final reporting seminar where fellows present their 
findings. The Fund arranges dinners for family members and partners.

During the final lunch, all the fellows are asked to share their most 
important experiences from their stay. One question that everyone is asked 
during this round is the following: If you were to fall ill and need medical 
care, after having observed the U.S. healthcare system for about a year, 
would you choose to be treated here or in your home country? Interestingly, 
as far as is known, all Norwegian fellows have chosen the Norwegian health-
care system over those in the U.S.

Norwegian Harkness Fellows
John-Arne Røttingen, who served as Chief Executive of the Norwegian 
Knowledge Centre for the Health Services (Nasjonalt kunnskapssenter for 
helsetjenesten) from 2004 to 2011, initiated Norwegian participation in 
the Harkness Fellowship program from 2010. The Norwegian Knowledge 
Centre for the Health Services served as the Norwegian collaborating insti-
tution for The Commonwealth Fund until 2016, when the Knowledge 
Centre was incorporated into The Norwegian Institute of Public Health. 
Since then, The Norwegian Institute of Public Health has been the respon-
sible collaborating institution in Norway. The Research Council of Norway 
has been a reliable sponsor of the Norwegian Harkness fellowship program 
from the onset in 2010 throughout the last 15 years. 

Applications for the fellowship has each year been openly invited from 
“skilled professionals in the healthcare sector who are mid-career and are 
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engaged in improving the healthcare system through analysis and research, 
as well as leadership”. The target group for the fellowship has been research-
ers, leaders or journalists who are in a phase of their professional develop-
ment where the experiences gained from such a scholarship can have sig-
nificant value for their future work. 

The selection process has been managed by a Norwegian Harkness Selec-
tion Committee in cooperation with the Commonwealth Fund. The selec-
tion Committee has included representatives from the Norwegian Knowl-
edge Centre for the Health Services, the Norwegian Institute of Public 
Health (from 2016), the chairs of the Board for the Research Programme 
on Health and Care Services (until 2015) and the Board of the Health, 
Care and Welfare Services Research (HELSEVEL) (until 2024) at the Nor-
wegian Research Council, and Norwegian experts on health care. Advertis-
ing for next year’s scholarship usually begins in the preceding spring, with 
an application deadline in November the year before. The committee may 
approach and nominate potential applicants. 

The applications contain a statement of professional objectives, a cur-
riculum vitae, four letters of reference, and examples of work products, such 
as journal articles, reports, or other pieces of writing. Candidates are also 
asked to include an outline of a research project of interest and relevance 
both to Norwegian and U.S. health care policy in their application. The 
last three years, the number of applicants has varied between three and four 
well-qualified professionals. During winter and springtime, applicants have 
been interviewed and a new fellow selected. The choice of placement and 
mentors has been administered by the Commonwealth Fund.

Except from the academic year 2020–2021, when the program was 
paused due to the COVID-19 pandemic, a Norwegian Harkness fellow has 
been selected each year since 2010. So far, 14 fellows, seven women and 
seven men from various Norwegian universities, colleges, research institutes, 
and agencies, have completed the program. They represent a diverse back-
ground from medicine, nursing, ethics and health economics (table 1).

Impact and experiences
In this book, 13 Norwegian Harkness fellows share their experiences and 
reflections. They were invited to describe their research projects, main find-
ings, and how the project has had an impact nationally and internationally. 
Further, we invited them to share their thoughts on how the experiences 
and exposure to U.S. health care and health policy has had an impact career-
wise. We also welcomed any reflections on future research or policy work 
to promote access, equity, and quality.  
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Table 1. Norwegian Harkness fellows’ placements, projects and mentors.
Fellow (year) and placement Project title and mentor(s)

Berit Bringedal (2010–
2011) Harvard School of 
Public Health

Project title: Should Personal Responsibility for Health Influence Access to 
Health Care? The Use of Wellness Incentives in U.S. Workplaces
Mentors: Professor Norman Daniels (Harvard School of Public 
Health).
Professor and Director James Sabin (Harvard Pilgrim Health Care 
Ethics Program, Harvard Medical School)

Atle Fretheim (2011–2012) 
Harvard Medical School

Project title: A Comparative Study of Methods for Evaluating Health 
System Interventions
Mentor: Professor Stephen Soumerai (Harvard Medical School)

Hans Olav Melberg 
(2012–2013) University of 
Pennsylvania

Project title: Integrated Care and Incentives: Who Are the Most 
Expensive Patients and What Does It Tell Us About the Health Care 
System?
Mentor: Professor Mark Pauly (Wharton School University of 
Pennsylvania)

Jan Frich (2013–2014) 
Placement: Yale School of 
Public Health

Project title: Building Capacity for Clinical Leadership
Mentor: Professor Elizabeth H. Bradley (Yale School of Public 
Health)

Bjørn Hofmann (2014–
2015) Dartmouth Institute 
for Health Policy and 
Clinical Practice, Dartmouth 
College

Project title: Avoiding Over-Diagnosis as a Strategy for a High 
Performing Health Care System
Mentors: Professor Glyn Elwyn (Dartmouth College) and Dr. H. 
Gilbert Welch (Dartmouth College)

Meetali Kakad (2015–2016) 
Brigham and Women’s 
Hospital

Project title: Using Big Data to Transform Healthcare Outcomes: Lessons 
from the Field
Mentor: David Bates (Brigham and Women’s Hospital and Harvard 
School of Public Health)

Birgitte Graverholt 
(2016–2017) Brown 
University School of Public 
Health

Project title: Reducing Hospitalizations from Nursing Homes
Mentor: Professor Vincent Mor (Brown University School of Public 
Health)

Marianne Storm (2017–
2018) 
The Dartmouth Institute of 
Health Policy and Clinical 
Practice, Dartmouth College

Project title: Quality in the Coordination and Continuity of Mental 
Healthcare
Mentors: Professor and Director Stephen (The Dartmouth Institute 
for Health Policy and Clinical Practice), Professor Martha L. Bruce 
(Geisel School of Medicine)

Unni Gopinathan (2018–
2019) Department of 
Population Medicine, 
Harvard Pilgrim Health 
Care Institute and Harvard 
Medical School

Project title: Driving Leadership and Priority for Prevention and 
Population Health: Impact and Experiences from Health Policy and 
Organizational Models in the United States
Mentors: Director Frank Wharam (Harvard Medical School) and 
Clinical Professor / Adjunct Professor Roberta Goldman (Brown 
University / Harvard T.H. Chan School of Public Health)
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Fellow (year) and placement Project title and mentor(s)

Christer Mjåset (2019–
2020) Harvard T.H. Chan 
School of Public Health and 
Harvard Business School

Project title: From Volume to Value in Spinal Surgery: What Promotes 
Successful Uptake of Value-Based Health Care?
Mentors: Professor Meredith Rosenthal (Harvard T.H. Chan School 
of Public Health) and Chief Medical Officer Thomas H. Lee (Press 
Ganey Associates)

Ane-Kristin Finbråten 
(2020–2021) 
Weill Cornell Medical 
College

Project title: Progress and Challenges in Eliminating Hepatitis C Virus 
by 2030: A Study of Two Health Care Models and the Impact of the 
COVID-19 Pandemic
Mentors: Professor Bruce Schackman (Weill Cornell Medical 
College), Assistant Professor Shashi Kapadia, (Weill Cornell Medi-
cine), and Assistant Professor Benjamin Eckhardt (New York 
University Grossman School of Medicine)

Hanne Marie Rostad 
(2022–2023) Brown Univer-
sity School of Public Health

Project title: Disparities in Dementia: The Effects of Nursing Home 
Quality on the Short- and Long-Term Outcomes of People with Dementia
Mentors: Assistant Professor Elizabeth White (Brown University 
School of Public Health) and Professor Vincent Mor (Brown 
University School of Public Health)

Iselin Dahlen Syversen 
(2023–2024) Stanford 
University

Project title: Towards Equitable Access to Medicines Through Increased 
Transparency in the Pharmaceutical Market
Mentors: Professor Kevin Schulman, (Stanford University School of 
Medicine) and Professor Aaron Kesselheim (Harvard Medical School 
and Brigham and Women’s Hospital)

Jacob Jorem (2024–2025) 
Harvard Medical School, 
and Columbia University 
Mailman School of Public 
Health

Project title: Geographic Reach of Mental Health Specialists Adopting 
Telemedicine and Impact of Implementing Medicaid-Funded Mobile 
Crisis Services on Beneficiaries with Mental Health Conditions
Mentors: Professor Haiden Huskamp (Harvard Medical School) and 
Professor Michael Sparer (Columbia University Mailman School of 
Public Health)

Norwegian Harkness fellows have been placed at different institutions, 
including Harvard University, University of Pennsylvania, Yale University, 
Dartmouth College, Brown University, Cornell University, and Stanford. 
The fellows’ projects cover a wide range of topics, including health care 
expenditure and financing models, priority setting, methods for evaluating 
heath policies, leadership development, over-diagnosis, use of “bid data”, 
coordination of care, value-based health care, innovative health care deliv-
ery models for dementia and other chronic conditions, price negotiations 
for prescription drugs, and the uptake of telemedicine in mental health care 
(7–19). Several projects explicitly address health disparities, equity, and 
access to health care. 
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A salient feature of U.S. that differs significantly from Norway is the 
state-by-state variation that works as “a “laboratory” for research using com-
parative methods”, as Unni Gopinathan puts it (14). The Norwegian fellows 
have learned how different regulatory frameworks, delivery systems, and 
financing models operate, and these insights are particularly relevant for 
the Norwegian health care systems with less variation. 

The fellows have shared their insights and findings through presentations 
at conferences and meetings. Several fellows have contributed through policy 
advice and Norwegian government reports and White papers. 

The impact of the Harkness Fellowship extends way beyond the research 
project. The fellows recount positive experiences of interacting with experts, 
academics, policy makers, and other fellows from around the world. Many 
fellows have made new professional contacts and have taken part in new 
research initiatives during or after their year in the U.S. Their accounts 
clearly show that new and lasting research collaborations have been formed.

Several fellows emphasize the personal development and leadership 
insights that the fellowship fostered, as Iselin Dalen Syversen puts it (18):

“Reflecting on my fellowship year, I didn’t just gain new knowledge and skills about 
disparities research—I acquired a whole new perspective on leadership. Before head-
ing to the United States, I thought leadership was about big decisions and grand 
gestures, but I learned that true leadership lies in the everyday actions and interac-
tions—sharing knowledge, offering resources, and helping others shine.”

We would argue that the Norwegian participation in the Harkness Fellowships 
program, and the financial support from the Research Council of Norway, 
has benefited Norwegian health policy, health care and health services research. 
The Norwegian Fellows’ accounts demonstrate that being exposed to the 
diversity of U.S. health care as a Harkness fellow nurtures curiosity, refines 
research and leadership skills, and provokes new ideas and questions. Further, 
Norwegian fellows return from the fellowship program with an international 
perspective, novel insights, research findings and an international network 
that represent steppingstones for improvement and innovation of health care 
services and health policy in Norway and internationally. 
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Berit Bringedal

A year at Harvard: My Harkness 
fellowship experience

Michael 2025; 22: 21–25.
doi: 10.56175/Michael.12578

In this paper, I reflect on my experiences as a Harkness Fellow at Harvard 
Medical School during 2010–2011. My project focused on prioritization and 
patient responsibility in the U.S. compared to Norway, in collaboration with 
my mentors, Norman Daniels and Jim Sabin.

Beyond my work at Harvard, I benefited from the Commonwealth Fund’s 
engaging seminars, site visits, and meetings with leaders in healthcare and health 
policy. The fellowship provided me with broad insight into U.S. healthcare, 
expanded my professional network, offered memorable experiences beyond pro-
fessional activities, and had a lasting impact on my future work.

In terms of publications, at least nine scientific articles directly resulted from 
my fellowship  year.

I had the privilege of receiving the first Norwegian Harkness Fellowship in 
the 2010–2011 academic year. I had been interested in healthcare prioriti-
zation for several years and had experience in research and administration 
in this field. As with many issues at the intersection of politics and research, 
the field did not change rapidly, so I was glad to have the opportunity to 
learn something new and study a very different healthcare system up close. 
I wanted to continue working on issues related to prioritization and fair 
distribution.

I was particularly curious about how leaders in the American healthcare 
system thought about patients’ lifestyles and their responsibility for their 
own health. With my albeit somewhat superficial knowledge of American 
culture, I assumed that most would be far more concerned with individual 
responsibility than their counterparts in Norway. Hence, I wrote an appli-
cation based on this question and was quite surprised when I was selected.

A year at Harvard: My Harkness fellowship experience
Berit Bringedal
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In fact, I was quite unprepared to be chosen. I felt that I had given a 
rather mediocre interview and was also concerned that it was inaccurate to 
describe a 54-year-old as being mid-career. It was said that the selected 
candidate was supposed to attend a dinner that same evening, with spouse, 
if applicable. I called my husband and told him he probably didn’t need to 
put on his suit.

Harvard Medical School
I was awarded the Fellowship, however, and we started planning the upcom-
ing year in the USA. The people at The Commonwealth Fund were not 
only extremely helpful but also had an extensive network in American 
healthcare and academia. This led us to the conclusion that philosopher 
Norman Daniels and psychiatrist Jim Sabin would be good mentors for 
such a project. Daniels and Sabin had recently published a standard work 
for everyone working with healthcare prioritization, Accountability for Rea-
sonableness (1). Since the Harkness Fellowship is considered prestigious in 
the USA, most potential mentors are willing to take on such a role. This 
means that anyone considering applying for the scholarship can be fairly 
certain they will collaborate with the leading experts in their field.

Norman Daniels and Jim Sabin, professors at Harvard, both accepted. 
I seized this opportunity, although we had also discussed the possibility of 
working with Ruth Faden at Johns Hopkins University. However, after 
considering the overall situation, my husband and I decided that it would 
be more interesting for our family to be in the Boston area. Since the Hark-
ness Fellowship is awarded to “mid-career” professionals, it often involves 
a spouse and/or children, and professional considerations are not the only 
factors at play.

The Harvard Environment
Being connected to academic communities at Harvard was highly stimulat-
ing. There was always something happening! I decided to take advantage 
of every opportunity I had and participated in a rather diverse academic 
program. This allowed me to attend discussions on topics such as the role 
of the Supreme Court in American society and the rise in autism diagnoses 
in California, in addition to seminars more directly related to health policies 
in general and distributive justice in particular.

Additionally, I discovered the extensive programs run by local bookstores, 
which featured weekly book launches and author interviews. 
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The Commonwealth Fund
What happened at Harvard, however, accounted for only half of my time 
spent there. The Commonwealth Fund has an impressive program for its 
Harkness Fellows, and I travelled all over the country, visiting places like 
the Centers for Disease Control in Atlanta, the National Institutes of Health 
in Bethesda, and Kaiser Permanente in Washington, D.C. Wherever we 
went, we met with top leaders in both politics and academia.

Meeting John Lewis
While in Washington, we also visited Capitol Hill and met with, among 
others, civil rights activist and Congressman John Lewis. His activism in 
the 1960s was instrumental in securing Black rights, particularly voting 
rights. He told us about the march from Selma to Montgomery—so-called 
Bloody Sunday—when he himself was severely injured. When we were 
being photographed together, I asked him if he had any recommendations 
for what I should do in Atlanta. He invited me to his church—which was 
also Martin Luther King Jr.’s church—for an anniversary celebration where 
he would receive an award for his work in civil rights. We were the only 
white people in attendance in a church filled with hundreds of elegantly 
dressed congregants. The powerful pastor from Harlem asked us to stand 
up, since we had come all the way from Oslo, Norway to participate in the 
celebration. At that moment, we felt very white.

Project: Patient Responsibility and Healthcare Prioritization
The intention behind spending a year as a Harkness Fellow is, among other 
things, to establish international contacts in one’s research field. I stayed in 
touch with Norman Daniels for several years until he withdrew from active 
academic life. He provided feedback on two articles I worked on while at 
Harvard (2, 3) and remained engaged in the subsequent development of 
this research. I attended a course on personal responsibility and health, 
which resulted in a chapter in a Norwegian book on challenges in the 
Norwegian healthcare system (4).

I interviewed so-called Benefit Design Consultants in health insurance 
companies about whether patients’ lifestyles should influence their access 
to healthcare and, if so, how this should be implemented. Should insurance 
premiums be higher if someone smoked, had a high BMI, or was a substance 
abuser? The general attitude was positive towards reducing insurance pre-
miums for those who led an “exemplary” lifestyle, using policies framed as 
incentives for a health-promoting lifestyle. However, when I asked whether 
premiums should be increased for individuals who were injured in high-risk 
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sports, I encountered no such openness. As the CEO of United Healthcare 
put it, “The problem is not that people are too physically active.”

It is interesting to note that the question of patients’ lifestyles and access 
to healthcare has been discussed in all healthcare prioritization committees 
in Norway but has never been included in prioritization criteria. This is a 
clear difference between American and Norwegian political cultures.

After the Year in the USA
One of the people I got to know at Harvard who became a personal friend, 
was Christine Mitchell. She was the Director of the Center for Bioethics at 
Harvard Medical School. We continued our professional collaboration 
through the European Commission’s major research project The Human 
Brain Project, where I led the Ethics Advisory Board from 2014 to 2021 
and where she was a member. This work resulted in scientific articles (5–7) 
and expanded my international network, including connection with Julian 
Savulescu (8).

In 2014, the Institute for Studies of the Medical Profession organized 
an international seminar on physicians’ professional satisfaction, burnout, 
and its implications for quality of care. Several of the academics I met during 
my Harkness year contributed, among them Lawrence Casalino and Thomas 
Konrad. Our collaborative work resulted in a special issue of the journal 
Professions and Professionalism (9).

I have described some of what being a Harkness Fellow meant to me, 
both professionally and personally, in a way that I hope may be informative 
for someone considering applying for this scholarship. My experience has 
been that not only was the year itself highly stimulating, it also provided 
me with a much larger network and several interesting professional oppor-
tunities in the years that have followed.
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Evaluating health system 
interventions: A comparison of 
different methods
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doi: 10.56175/Michael.12579

Findings from randomized controlled trials are usually considered more trust-
worthy than those from non-randomized studies. However, trials can be difficult 
or even impossible to conduct for some interventions. The interrupted time-series 
design is one alternative approach. The aim of this project was to explore how 
much an interrupted time-series analysis is likely to yield results that differ from 
a randomized trial in health policy evaluation.

We re-analyzed several randomized trials by applying an interrupted time-
series analysis on the intervention arm only (single arm design) and then com-
pared the results with the conventional trial analysis. The comparisons showed 
that excluding control group data can lead to erroneous conclusions about inter-
vention effects, but the findings from the single-arm interrupted time series 
analyses were mostly consistent with the randomized trial analysis.

The randomized controlled trial (RCT) is widely regarded as the gold stand-
ard method for measuring the impacts of interventions. In clinical medicine, 
RCTs dominate effectiveness research. Pharmaceutical products, for exam-
ple, are rarely approved for marketing without prior evaluation in RCTs.

The field of health policy evaluation is different: Randomized experi-
ments are seldom carried out before, during, or after a policy has been 
implemented, even when it is highly uncertain whether the policy will have 
the anticipated effects.

Several factors contribute to the lack of RCTs in health policy evaluation 
(1), including:
•	 Practical barriers to limit the intervention to only one part of the 

population, e.g., when evaluating a mass-media campaign or a new 
taxation scheme.

Evaluating health system interventions: A comparison of different methods
Atle Fretheim
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•	 Practical barriers to randomly assign people or geographical areas to 
intervention and control groups, e.g., when implementation has 
already begun before an evaluation was planned.

•	 Political resistance to allow a “lottery” to decide who receives the 
intervention and who does not.

•	 Lack of interest in learning about the impact of the policy interven-
tion.

•	 Legal and ethical barriers, e.g., requiring informed consent — a 
requirement that rarely is feasible when groups of people (e.g., 
communities) must be assigned to study arms.

Partly due to these practical challenges, other approaches are being proposed 
and promoted as alternatives. The simplest method is to observe change 
from before to after policy implementation. However, since other factors 
beyond the policy may influence observed change (or lack thereof ), this is 
generally considered a weak method (2).

An improvement of this approach is the interrupted time-series (ITS) 
design, where several measurements before and after policy implementation 
help identify trends that might be missed with a simple pre-post compari-
son. ITS is widely recommended for impact evaluation of policies and is 
promoted as “the strongest quasi-experimental approach for evaluating 
longitudinal effects of interventions” (3).

It is well known that different study designs provide different levels of 
evidence. Thus, evaluation methods can be placed within a hierarchy of 
evidence strength.  Multiple frameworks categorize study designs by relia-
bility. In most, evidence from RCTs is ranked above findings from non-
randomized studies. Similarly, many systematic reviews prepared through 
the Cochrane Collaboration only include RCTs. However, some reviews 
justify including non-randomized studies, especially for interventions that 
“cannot be randomized, or that are extremely unlikely to be studied in 
randomized trials” (4).

Assuming that ITS results are less reliable than those from RCTs, how 
confident can we be in their validity?  Are ITS results likely to align with 
RCT findings, or is there a significant risk of bias?

While randomization effectively reduces allocation bias, most research 
on this topic has focused on clinical trials rather than health system and 
policy interventions (5). Studies comparing RCTs with non-randomized 
designs often group many different study types together, which may be 
misleading, as not all non-randomized methods introduce the same level 
of bias.
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Due to a lack of empirical data, debates about study design reliability 
are largely theoretical, especially regarding ITS. 

Thus, more empirical research is needed to inform the debate on eva-
luation designs. Our aim was to explore how the choice of evaluation design 
influences findings, specifically whether an interrupted time-series analysis 
is likely to yield results that differ from an RCT.

Methods
This study was inspired by a cluster-randomized trial of a quality improve-
ment intervention in Norway, where groups of primary care physicians 
(working in the same practice) were randomized to receive the intervention 
(6). The trial took longer than anticipated, and by the time results were 
published, their usefulness was reduced. Also, the study could have been 
conducted faster using a non-randomized approach, raising the question: 
Would the results have differed with a less rigorous but more efficient 
method?

Since our trial data were suitable, we conducted a retrospective ITS 
analysis using data only from the intervention arm and compared the results 
with cluster-RCT results. We also identified additional trials for similar 
analysis.

More specifically, we applied segmented regression analysis, estimating 
two key effects:
1.	 Change in level
2.	 Change in trend (slope) before and after the intervention

To compare these with the RCT estimates, we modeled the ITS effect size 
halfway through the post-intervention period (i.e., the difference between 
pre- and post-intervention regression lines at the midpoint, see Figure 1).

Findings
For the Norwegian trial, we found that the ITS result produced a somewhat 
higher effect estimate (12% vs. 9% in the RCT), but the ITS estimate was 
within the 95% confidence interval of the RCT estimate. Thus, we con-
cluded that, in this case, the ITS analysis provided a reliable effect estimate 
(7).

We identified eight additional cluster-RCTs of health system interven-
tions where the authors were willing to share their data for ITS analysis. 
The findings were largely—but not always—concordant with the RCT 
results, leading us to conclude that while “failure to use control groups can 
sometimes lead to erroneous conclusions about intervention effects, the 
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single-arm ITS design, where the pre-intervention period serves as a control, 
produced findings that were mostly consistent with controlled analyses” 
(8).

Additionally, our access to time-series data from several RCTs enabled 
us to explore how results would be influenced by incorporating time trends 
in both intervention and control groups in RCT analyses. Again, we found 
that the results were mostly concordant, but not always, leading us to con-
clude: “If data from RCTs is analyzed without taking into account trends 
over time, the findings can sometimes be misleading” (8).

Impact of the Project
Both study reports (7, 8) have been widely cited, with 96 and 126 citations, 
respectively, according to Google Scholar (as of March 17, 2025), including 
in a Cochrane systematic review (9), indicating that the findings have had 
an impact. A review of these citations suggests that the impact is primarily 
methodological, influencing ITS approaches in health policy and public 
health evaluation (e.g., reference 10).

Figure 1. Illustration of how level and trend changes were combined in one 
effect estimate: the difference between the level of the preintervention regres-
sion line and the postintervention line halfway through the postintervention 
period (from reference 8). 
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Impact of my Harkness Fellowship
The impact of the Harkness Fellowship extended beyond this project, fos-
tering lasting collaborations with colleagues in various research initiatives.

The way healthcare services are organized in the United States stands in 
stark contrast to the universal, tax-funded healthcare system in Norway and 
other European countries. Experiencing U.S. healthcare services offered 
insight into how the Norwegian system could evolve, with an increasing 
share of services paid for by private health insurance.  This experience also 
highlighted the potential consequences if Norway’s current system were to 
weaken or fail.

The Harkness Fellowship gave me a unique opportunity to engage with 
experts on the principles behind various healthcare delivery models, inclu-
ding policy advisors with perspectives vastly different from my own. It 
became very clear that ideological positions strongly impact views on health 
policy. For example, policies designed to ensure broad access to healthcare 
are seen by some as undue interference with individual rights and respon-
sibilities, especially if tax-based funding is involved.

Exposure to ideological perspectives uncommon in Europe was both 
refreshing and challenging, offering early insight into the neoliberal wave 
at the time (2011–2012), which eventually evolved into the rise of Trum-
pism.

Future Research or Policy Work
In my current position as head of the Centre for Epidemic Interventions 
Research (CEIR), a key objective is to strengthen the evidence base for 
decision-makers selecting interventions in crisis situations, e.g., pandemics.

CEIR was recently designated a WHO Collaborating Centre for effec-
tiveness research on public health and social measures in health emergencies. 
This entails conducting research that extends beyond the Norwegian setting. 
The centre also aims to improve public understanding of intervention effec-
tiveness, e.g., regarding vaccines.

Equity considerations play a central role, ensuring that benefits from 
implemented interventions reach all population groups equitably.
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The difference between policy 
advice and research
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The Harkness experience opened doors at the intersection of policy advice and 
research. Walking through these doors, in turn, taught me at least three key 
lessons about the differences between good research and good policy advice. Now, 
after 20 years, I see how the experience has shaped me and that I was wrong 
– both in thinking that I would remain in the ivory tower forever and in believ-
ing that academics had little to learn from policymakers. 

Before diving into the differences, I should note two things. First, one 
common misconception is that only research can lead to the proposals that 
create the best long-term outcomes. In this perspective, political solutions 
are seen as inferior, focusing on what is politically profitable in the short 
term. While there may be many examples of this, the lessons I have learned 
are different. It is not about how politics is a hindrance to some perceived 
objective and technically best solution; rather it is about how we can offer 
better advice by understanding the distinctions between doing research and 
giving policy advice. 

Second, and related, the intersection to be discussed here is between 
policy advice and research, not politics and research. The role of researchers 
offering advice is distinct from that of part-time politicians. It is about 
providing information about consequences and connections, possibilities 
and probabilities. It is less about the normative valuation of the consequences 
and the process of weighting what to do in the end. 

Consistency versus legitimacy
For researchers, inconsistency is often considered the ultimate sin. Inconsist-
ent arguments in papers lead to rejection, and there is a strong instinct to 
avoid policy proposals that seem to be inconsistent. 

The difference between policy advice and research
Hans Olav Melberg
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Here is an example: When we do cost-benefit analysis of a new pharma-
ceutical, some argue that consistency demands that we should include all 
the costs of future treatments. For instance, a pharmaceutical that reduces 
a person’s probability of heart problems may increase the future costs related 
to cancer. Should this increase in cancer costs be included when we evaluate 
whether to reimburse the pharmaceutical and how much to pay? Consist-
ency seems to demand a “yes” (1). On the other hand, many people object 
to the notion that “future costs” should count against a treatment today. 

Fresh out of the Harkness experience, I was faced with this dilemma 
when I was invited to be part of a government commission to give advice 
about formal rules for priority setting in the health care sector. The conclu-
sion was that the primary aim of giving advice was not to create a consist-
ent system, but one that was legitimate. If a large share of the population 
believed it was ethically wrong to include future costs in this way, the system 
would not be good, even if it was logically consistent. 

The argument that legitimacy matters is not the same as accepting that 
policy advice always should be constrained by majority opinion or, even 
worse, prejudice. Sometimes good policy advice challenges views built on 
poor information or unethical preferences. However, sometimes people 
seem to have informed and true preferences that at least at first glance appear 
to be inconsistent. Instead of dismissing these, one may take them as food 
for further reflection (2). And in any case, good policy advice needs to 
consider people’s actual preferences and not what we would like these pref-
erences to be.

Optimal versus feasible
As part of a government commission on priority setting in public health, a 
key topic is how high the bar for evidence should be before we adopt a 
public health project. Researchers tend to aim for the optimal solution to 
problems. This involves setting up a process where evidence is collected, 
and the expected costs and benefits are calculated. The perceived best evi-
dence in this case is often information from randomized controlled trials. 
Both the experiment and the process are often time consuming and expen-
sive. Still, the demand that we make an optimal choice easily leads us in 
this direction.

While the instinct of seeking good evidence is often sensible, it may 
sometimes lead to hyperrationality and inferior policy advice. Hyperration-
ality occurs when we ignore the costs associated with the process itself, 
transactions costs or human costs associated with the collection of evidence 
and delaying the decision (3). And even if it was theoretically possible to 
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collect the required information, it may not be politically feasible to estab-
lish the required bureaucracy. In this case, one may end up with the appear-
ance of a rational process, but based on costly and weak information. Good 
policy advice takes this into account and propose solutions that that are 
easier to implement and “better than the current system” without necessar-
ily being perceived as “the optimal” solution.

In the specific example about public health, one may still demand evi-
dence but be more open to evidence from register based data, accept the 
use of proxy end points and implement reforms in a way that allows us to 
learn and adjust as we go.

Complexity versus simplicity
A hot policy question is the use of so-called sin-tax. These are taxes on 
unhealthy products or habits. Tobacco and alcohol are obvious examples, 
but also soda and products containing sugar have been included. The ques-
tion in various government commissions is whether and how these products 
should be taxed.

From an economic perspective, there is a theoretical solution. The prod-
ucts often carry an externality, i.e. a cost that is borne by parties other than 
those who buy the product. Society contributes to health care, social secu-
rity for the poor, pays to prevent crime and many other expenses that are 
related to some of these goods. One may calculate the size of these external 
costs and propose that the tax should be large enough so that the price 
reflects the true cost.

A good economic researcher, however, should not stop with this proposal. 
It is not enough to simply calculate the external costs. We also need to 
calculate all the other consequences (4). The consumption of one good may 
be linked to the consumption of others. Less sugar in chocolate may be 
substituted with unhealthy fat or people eating more chips. All these effects 
must also be taken into account, and quite quickly the solution becomes 
complex. 

The complexity, combined with a desire to create an optimal solution, 
may lead to systems with many parameters. Such a solution is likely very 
sensitive to changes in these parameters. In addition to the technical insta-
bility, it may also be politically unstable in the sense that a complex system 
opens many more access points for lobbying and political pressure. This 
means that good policy advice should focus on simplicity and robustness, 
and less on optimal solutions that may be complex and unstable.

As an illustration, consider the case of how much information to collect 
before making a decision. In some cases, there are sophisticated rules that 
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tell you exactly when it would be optimal to stop collecting more informa-
tion, but these rules are often complex. Instead, rules of thumb, like «collect 
five prices and then choose the place with the lowest price» are much sim-
pler and often not far from the optimal solution (5).

An inconclusive conclusion
The example of taxing sugar illustrates the lessons discussed so far. A prac-
tical proposal might be inconsistent, as it is technically and politically impos-
sible to create a tax that covers all products containing sugar. People may 
accept the rationale for a soda tax but perceive orange juice and foods as 
falling in a different category. It may also be very difficult and costly to 
calculate the optimal tax on all products, at the same time we know that at 
least some tax is probably better than no tax – and that this is likely more 
true for some products than others. This means that a tax on some obviously 
unhealthy products, may be a better policy advice than a complex system 
trying to cover all unhealthy products in an optimal system. 

The role of the researcher is to identify all the challenges, but the task 
of providing policy advice is to propose feasible solutions that may be simple, 
sometimes inconsistent, and not optimal, but still represent improvements 
over the current system. 
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Building capacity for clinical 
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High-quality healthcare increasingly relies on teams, collaboration, and inter-
disciplinary work, and clinical leadership is essential for optimizing and improv-
ing health system performance. Healthcare systems that are serious about trans-
formation and innovation must harness the energies of their clinicians as 
leaders. How can we achieve this? How can health systems build capacity for 
clinical leadership through leadership development?

While we may use the term “leadership” to describe motivating and influ-
encing others to bring about change, management is often associated with 
achieving specific results through planning, organizing, and solving problems 
(1). We may see leadership and management as separate systems and logics 
of action, but we often use the two terms interchangeably. The backdrop 
for this project was an international trend focusing on promoting and 
strengthening clinical leadership in healthcare. The conceptual paper “When 
Clinicians Lead” by James Mountford & Caroline Webb was one source of 
inspiration for the project (2): How can clinicians’ capacity to lead be 
developed?

Leadership Development
Leadership development can promote key functions in organizations, such 
as performance improvement, succession planning, and organizational 
change. The literature on leadership provides evidence that leadership devel-
opment helps organizations achieve their goals (1). Target groups for lead-
ership development may include individuals with or without formal leader-
ship roles. Leadership development programs may be delivered internally, 
externally, or as a combination of both. The scientific literature draws a 
distinction between leader development (building individual leadership 

Building capacity for clinical leadership
Jan Frich
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competencies) and leadership development (building collective leadership 
capacity) (3). Nonetheless, we often use the term leadership for activities 
aimed at developing individual leaders as well as for building capacity within 
an organization.

Physician Leadership Development – Does It Work?
I was affiliated with Yale School of Public Health during my year as Hark-
ness fellow, with Professor Elizabeth H. Bradley as a mentor. In collabora-
tion with colleagues at Yale, I conducted a systematic review of medical 
literature on physician leadership development programs (1). We included 
articles that described programs designed to expose physicians to leadership 
concepts, outlined teaching methods, and reported evaluation outcomes. 
We identified forty-five studies that met eligibility criteria, published from 
1950 through 2013. 

We found that most programs focused on skills training and technical 
and conceptual knowledge, while fewer focused on personal growth and 
awareness. We used a four-level typology by Professor Donald L. Kirkpatrick 
(1924–2014) to categorize reported program outcomes (4): Reaction (level 
1), knowledge (level 2), behavior/expertise (level 3), and system results/
performance (level 4).

Half of the studies used pre/post intervention designs to assess program’s 
effects, and four studies used a comparison group. All studies reported 
positive outcomes, although most relied on learner satisfaction scores and 
self-assessed knowledge or behavioral change. Only six studies measured 
and documented system results and favorable organizational outcomes, such 
as improvement in quality indicators for disease management. The leaders-
hip programs and courses in our review used multiple learning methods, 
including lectures, seminars, group work, 360-degree feedback (multi-source 
feedback) and action learning projects in multidisciplinary teams.

The systematic review on physician leadership development has been a 
key reference in the field, with more than 480 citations (Google Scholar) 
since 2015.

Added Value of Blending Different Professional Groups?
During the fellowship year, I interviewed sixteen healthcare executives from 
various hospitals and health systems, including Geisinger Health System, 
Mass General Brigham, Montefiore Einstein Medical Center, Yale New 
Haven Health System, Cleveland Clinic, Mayo Clinic, University of Mis-
souri Health Care, and Kaiser Permanente. 
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The interviews focused on leadership and governance structures within 
the organization, leadership development activities, and the organization’s 
experiences with leadership development. I also explored questions related 
to professional background and role identity, inspired by research that sug-
gested that different groups of health professionals went through a process 
of negotiating a new and “hybrid” identity after taking on a leadership role 
(5). How did executives experience programs targeting one professional 
group versus programs targeting multiple professions? 

Ivan Spehar (University of Oslo) and I analyzed the interview data and 
published an article investigating the perceived benefits and negative effects 
associated with multidisciplinary leadership development programs (6). In 
this qualitative study, we found that one group of executives perceived 
programs targeting one profession as advantageous, promoting openness 
and professional relationships among peers (6). Other respondents argued 
that multidisciplinary programs could add value because such programs 
helped bridge professional boundaries, strengthen networks, and build lea-
dership capacity throughout an organization. 

One informant said: “[I]f we don’t understand each other’s thinking and 
acting and why, it just, it seems like we’re missing a key component [in 
leadership development], and so many fears that people have about mixing 
the two together, I mean, we’re mixing them in the workplace!” (6). 

Costs, timing, organizational culture, and a lack of knowledge about 
how to run multidisciplinary programs were challenges the informants asso-
ciated with delivering multidisciplinary leadership development programs. 
The study identified issues and challenges related to diversity that can inform 
organizational policies and decisions about leadership development pro-
grams.

Further Research
In 2019, Jaason Geerts (Canadian College of Health Leaders and University 
of Cambridge) and Oscar Lyons (University of Oxford) invited me to col-
laborate on a comprehensive and updated review of the physician leadership 
development literature (7). The twenty-eight studies we examined contained 
information about learning outcomes or objective measures. We found that 
programs with internal or mixed faculty were significantly more likely to 
report organizational outcomes than programs with external faculty only. 
Furthermore, programs that encompassed an entire organization were asso-
ciated with better outcomes at the organizational level than small group 
initiatives and external courses. Additionally, project work, access to a 
mentor or coach, and the use of instruments to stimulate reflection were 
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associated with organizational outcomes of leadership development pro-
grams.

A Gold Standard Program?
Ideally, healthcare leadership programs should be evidence-based to support 
leaders in improving and transforming health systems. I joined Jaason Geerts 
and colleagues in designing and describing a novel “Inspire Nursing Lead-
ership Program” that would incorporate gold standard evidence into its 
design, delivery, and evaluation (9). We developed the program based on a 
needs analysis, research evidence, and input from nursing, indigenous, and 
equity, diversity, and inclusion experts. The program’s goals included ena-
bling participants to develop leadership capabilities, cultivate strategic com-
munity partnerships, lead innovation projects, and connect with colleagues. 
Design features include an outcomes-based approach, the LEADS frame-
work developed by Canadian College of Health Leaders, and alignment 
with the principles of adult learning. The program includes leadership 
impact projects, 360-assessments, blended interactive sessions, coaching, 
mentoring, and application and reflection exercises.

The IHF Leadership Model 2023
In 2022, I joined an international group that revised the International 
Hospital Federation’s competency model for healthcare leaders, the “IHF 
Leadership Model 2023”. Forty-five experts from thirty countries and 
regions reviewed the original framework competencies, provided feedback 
through electronic surveys and online interviews. We incorporated this 
iterative feedback to revise the framework design, competencies within the 
framework, and their associated behavioral descriptions. I joined Sylvia 
Basterrechea (International Hospital Federation) and Andrew N. Garman 
(Rush University) in writing a report about the process and the revised 
competency model (10).  

The revised model includes thirty-two competencies organized into a 
framework of six domains: Values, self-development, execution, relations, 
context management, and transformation. Out of the thirty-two compe-
tencies, nine did not appear in the previous version. These nine competen-
cies include: Emotional intelligence, translation and implementation, pre-
paredness and crisis management, digital technologies in healthcare, 
compassionate leadership, advocacy, sustainability leadership, organizatio-
nal resilience, and entrepreneurship.  Environmental sustainability is emp-
hasized in “Sustainability Leadership” and incorporated across multiple 
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domains, highlighting the significance of this new area of competencies for 
future healthcare leadership.

Reflections
The Harkness fellowship program offered me insights about US healthcare 
and global health policy that have been highly relevant and transformative 
for my academic work. The Harkness project resulted in a highly cited 
review article and a qualitative study of healthcare leadership development 
policy and practice. This research laid the foundation for further collabora-
tion with scholars in the field of healthcare leadership internationally. The 
fellowship experience also gave me valuable insights that was helpful when 
I subsequently designed and led leadership development initiatives and 
programs. 

In 2018, I met Dr. James Mountford at the 20th Anniversary Celebra-
tion of the Harkness Fellowships in Health Policy and Practice in Dorking, 
England. He told me that he had recently been appointed Editor-in-Chief 
of “BMJ Leader”, a new journal dedicated to healthcare leadership. Over a 
cup of coffee, I gladly accepted his invitation to serve as Associate Editor. 
During these years “BMJ Leader” has grown to become a major arena for 
publishing research, commentaries and blogs within the field of healthcare 
leadership. The journal played a pivotal role as an arena for sharing experi-
ences and reflections about leadership challenges during the COVID-19 
pandemic.   

The Harkness fellowship gave me the opportunity to interact with co-
fellows and excellent and inspiring people at numerous hospitals, health 
systems, agencies, organizations, and universities. The Commonwealth Fund 
put me in a position to study leadership development practices across major 
and leading US health systems. 

Initially, I searched for the best model and the best approaches to lea-
dership development. Gradually, I learned that various models and approac-
hes may work, and that leadership models could vary from centering on 
unitary leadership approaches to dyadic-, team-based and distributed lea-
dership approaches. I realized that clarity about the organization’s leadership 
model and formal structures, a culture for alignment and a sense of strate-
gic direction and commitment were key elements in well-functioning healt-
hcare organizations. These insights have inspired and influenced my own 
personal approach to leadership in different settings. 
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Avoiding medical overactivity as 
a strategy for improving the 
health care system
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The most interesting research is unplanned. My Harkness Fellowship at The 
Dartmouth Institute for Health Policy and Clinical Practice guided my scholar-
ship towards addressing medical overactivity. Identifying technology as a strong 
driver of excessive diagnostic testing initiated a study of the major drivers of 
overactivity as well as strategies to mitigate and prevent it. The studies started 
at The Dartmouth Institute and nourished by the Harkness Fellowship have 
directed subsequent research on overdiagnosis, low-value imaging, and medical 
overactivity in general. 

While the intention with my Harkness Fellowship was to study overdiag-
nosis in breast cancer screening, comparing the USA and Norway (Avoid-
ing Over-Diagnosis as a Strategy for a High Performing Health Care 
System), my focus rapidly shifted to studying medical overactivity more 
broadly, with a particular emphasis on the driving force of new diagnostic 
tests.

As with all research, unplanned possibilities may turn out to give the 
most fruitful outcomes. Two unplanned events were crucial to my project. 
First, I was placed with the Shared Decision Making (SDM) group of Glyn 
Elvyn at Dartmouth Institute. This group was and remains one of the world’s 
leading research environments on shared decision making (SDM). While 
I had worked extensively on patient autonomy and informed consent, I was 
a novice in SDM. Being in Glyn Elvyn’s group gave me a unique opportu-
nity to learn from some of the very best researchers internationally, which 
has significantly influenced several of my later publications.

The second pivotal event was that H.Gilbert Welch, my other mentor, 
was interested in new diagnostic tests – not only in terms of their medical 
safety, efficacy, and effectiveness but also regarding their economic impact 
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and the subsequent unnecessary testing and treatment they might generate. 
This introduced me to an exciting world of new technologies, high diag-
nostic hopes, venture capital, and market estimates. 

What began as a specific project to compare screening programs in the 
USA and Norway ended as a general endeavor to investigate strategies for 
improving the health care system by avoiding and reducing medical over-
activity. 

Findings
Both the inspiration from SDM and the studies of diagnostic tests resulted 
in a publication in the BMJ that examined the hype and overuse of medical 
technology (1). The article analyzed some of the key drivers of irrational 
implementation and use of technology in healthcare. By identifying some 
of the main mechanisms behind overuse of technology, it pointed to efforts 
needed to foster safe, efficacious, effective, efficient, and sustainable use of 
technology in healthcare. 

In another publication in the BMJ, Welch and I documented how inn-
ovative technologies and ample venture capital are combining to produce 
new disease biomarkers and mobile monitoring devices that, while techno-
logically advanced, do not automatically provide improvements in clinical 
care and population health (2). We found that while these innovations may 
benefit some patients, they also increase the frequency of false alarms, over-
diagnosis, and overtreatment, thereby escalating healthcare workload and 
shifting clinicians’ focus towards healthy individuals. We argued that mis-
leading feedback at both the population and individual levels tends to drive 
further market growth and that clinicians must counterbalance this by 
educating patients, respecting baseline risk, considering downstream con-
sequences, and anticipating misleading feedback (2).

Impact
The project at Dartmouth inspired a host of related publications on the 
concept of overdiagnosis (3-8), patient engagement in health technology 
assessment, and biases and imperatives in handling medical technologies 
(9, 10).

Furthermore, the Harkness Fellowship stimulated further studies on the 
(ir)rationality and overuse of diagnostic tests. These studies subsequently 
led to a research project financed by the Norwegian Research Council: 
Improving the radiological services (https://www.ntnu.edu/web/ihg/iros). The 
IROS-project had three distinguished Harkness Fellows on the Advisory 
Board: Fiona Clement, Adam Elshaug, and Stirling Bryan. 

https://www.ntnu.edu/web/ihg/iros
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IROS identified significant geographical variations in imaging services, 
low-value imaging procedures, and effective interventions to reduce unne-
cessary imaging. The project aimed to enhance the quality, safety, effecti-
veness, efficiency, and sustainability of medical imaging.

In addition to the academic outputs (two PhD-theses, three master’s 
theses, 20 peer reviewed articles, 38 contributions at scientific conferences 
and a range of articles in newspapers and other media) the project’s findings 
have been used by health authorities in a national project to reduce unwar-
ranted geographical variations and overuse of imaging and laboratory ser-
vices in Norway. Additionally, I and other members of the IROS-project 
have served as experts for this national project.

Career
My experiences with the outstanding researchers at Dartmouth Institute 
and the exposure to U.S. health care/policy have shaped my academic career 
in several ways. Most notably, they have influenced my research focus and 
the formulation of my research questions, as well as facilitated valuable 
networks and collaborations. For example, I have had a very fruitful col-
laboration on uncertainty in medicine with senior Scientist in the Behav-
ioral Research Program Paul Han at NIH. 

Moreover, the insights gained through the exceptional health policy 
program of the Harkness Fellowship have deepened my interest in health 
services research, public health, and public health ethics.

Lastly, the fellowship has strongly reinforced my commitment to impro-
ving the quality and sustainability of the Norwegian healthcare system.

Future work
I plan to continue working towards improving the quality, safety, effective-
ness, efficiency, and sustainability of healthcare by addressing and reducing 
medical overactivity – a commitment that was first sparked by my Harkness 
Fellowship. 
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Using predictive analytics to 
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Lessons from the field
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Reducing waste in health care was a priority for the United States and Norway 
in 2015, just as it is today. With the advent of value-based care, healthcare 
organisations began to tailor services and treatments according to individual 
risk – often referred to as precision delivery. Automated predictive models – com-
monly known as “predictive analytics”– were seen as tools capable of identifying 
individuals or populations at higher risk of adverse events, or those more likely 
to benefit from specific interventions. Patients and health care professionals could 
thus intervene earlier and more specifically, resulting in high value care and 
better health. 

Big Data and predictive analytics were to the 2010s what Generate AI and 
large language models are to the 2020s. Despite considerable hype and interest 
there was limited understanding of what actually worked and how best to 
implement these tools in healthcare delivery. Working with Dr. David Bates 
and colleagues from Harvard Medical School and the Brigham and Women’s 
Hospital in Boston, my Harkness project aimed to bridge this knowledge gap. 
We reviewed existing evidence and identified learnings from leading healthcare 
organisations which were utilising predictive analytics at the time. The United 
States was further ahead than Norway in adopting these technologies – a trend 
that still holds true. This made the United States an ideal location to study the 
use of these tools across diverse settings nationwide. 

The objectives of the study were to assist healthcare organisations in the 
United States in developing a business case for predictive analytics and 
subsequent implementation. It was hoped that the research could influence 
the Norwegian policy for a common, nationwide electronic medical record 
system (“Én innbygger, én journal”) with analytic capabilities, a policy that 
was subsequently abandoned.

Using predictive analytics to transform healthcare outcomes: Lessons from the field
Meetali Kakad
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Insights from the project
Based on a literature review and semi-structured interviews, the study iden-
tified use cases for predictive analytics and critical factors for successful 
implementation, including policy gaps. Our findings indicated the evidence 
base for predictive analytics in healthcare was immature. We identified a 
lack of high quality prospective studies of effect. 

As is often the case with rapidly developing technologies, the lack of 
evidence did not deter healthcare organisations from using predictive ana-
lytics. Typically, larger well-resourced healthcare organisations were the 
adopters, while smaller organisations struggled to keep pace due to insuf-
ficient investment capabilities and inadequate data management infrastruc-
ture. It should be noted that the majority of organisations we spoke to were 
some way off from implementing predictive analytics at scale, identifying 
the need for appropriate expertise and governance structures.

We found multiple use cases for predictive analytics in the literature (1). 
However, most organisations were using predictive analytics in a limited 
number of areas: to identify individuals at risk for preventable readmissions, 
hospital acquired infections, sepsis, clinical deterioration and high healthcare 
utilisation. Few organisations rigorously measured the impact of these ini-
tiatives. Nonetheless, the majority claimed reductions in readmissions and 
healthcare utilisation amongst high utilisers and improved sepsis outcomes, 
where these tools have been implemented. 

The insights regarding successful implementation were the most interest-
ing aspects of our work and remain relevant for organisations implementing 
digital tools today (2). We interviewed 34 key stakeholders from healthcare 
organisations across the United States, federal and state level policymakers, 
commercial and nonprofit vendors. Our interview subjects highlighted three 
critical areas for successful implementation of predictive analytic tools 
(figure 1):
•	 the predictive tool itself
•	 involving the right people
•	 organisational readiness 

The predictive tool 
There is no shortage of data or data-driven modelling in healthcare. Despite 
the abundance of predictive models in the literature, most are not imple-
mented in clinical workflows. This can occur for several reasons: Many 
models address issues of marginal interest to health care practitioners and 
leaders. Almost everyone we interviewed emphasised the importance of 
addressing an important issue, preferably a key outcome for patients. 
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Determing and clearly articulating the “right” problem to address was 
crucial, both in terms of choosing the best predictive tool for the job, but 
also for clinician engagement. If the tool did not address an issue of sufficient 
importance to providers and patients, it was less likely to be used.

Health care providers underscored the need for actionable outputs that 
contributed to workflow optimisation. Model outputs needed to correspond 
with a predefined set of evidence-based actions. The most accurate predic-
tive analytic tool can fall by the wayside, if the clinician has no idea what 
to do with the information. The most successful tools made it easier for 
users to act appropriately and proactively.

Involving the right people
Healthcare organisations and vendors consistently reiterated the importance 
of involving the right individuals throughout the entire implementation 
cycle (development, validation, implementation and evaluation) A multi-
disciplinary team approach involving clinical, analytical, IT and deployment 
skills, was a key success factor.	

Securing buy-in from leaders at all levels was considered essential for 
success. Successful organisations took a life-cycle approach to managing 
and maintaining these tools and committed to long-term funding and invest-
ment in these initiatives. However, leadership buy-in from senior manage-
ment also must be accompanied by the efforts of clinical champions, for 
successful uptake (3). Access to a cadre of skilled change agents is an essen-
tial part of modern healthcare delivery, yet it is often neglected. Recruiting 
well-respected clinical champions or thought leaders to promote the tool 
and its utility amongst peers appeared to improve uptake, according to those 
interviewed.

Figure 1 Critical factors for successful implementation of predictive analytics
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Organisational readiness
Organisations that successfully implemented predictive analytics tended to 
treat data as a strategic asset. These organisations invested in data infrastruc-
ture, data security and data governance, ensuring quality control and over-
sight of the introduction and maintenance of predictive tools. Organisations 
with an established culture of quality improvement typically had an advan-
tage in terms of managing change and measuring its impacts. Having data 
on the benefits of predictive analytic tools was helpful in improving uptake 
and securing financing for further scale-up.

Policy reflections
We found that predictive analytics was not being applied at scale in the 
United States, with Norway lagging even further behind. In addition to 
organisational constraints mentioned previously, we identified policy-related 
barriers to uptake. At the time, policymakers were struggling to develop 
policy and regulations that promoted increased use of data and analytics, 
without compromising public safety, privacy and acceptability. It was clear, 
even in 2015, that policy should focus on building a climate of trust around 
the data and their use. Four key policy principles emerged: 
•	 Patients, providers and the public should be able to trust the quality 

of the underlying data, 
•	 Predictive tools should be unbiased and accurate, 
•	 Data should be used meaningfully 
•	 Health data should remain secure and not be misused. 

These policy goals were considered necessary for acceptance of predictive 
analytics and other big data initiatives – in the United States and beyond.

We identified concrete policy measures such as partnering with patients 
and providers to develop robust processes for consent, data collection, link-
age and terms of use. More meaningful use of data was seen as a means of 
boosting public confidence. This would require access to multiple datasets 
and the ability to link data , necessitating robust information security and 
accelerated uptake of data standards. The latter was particularly relevant for 
Norway’s national Electronic Medical Record (EMR) policy in 2016, as 
implementation of international health information standards was slow.

By 2016 it became increasingly clear to us that we needed policies to 
protect patients and individuals from potential harms or discrimination as 
predictive and prescriptive tools increased in sophistication (4). It is fair to 
say that this is even more of a concern today. We were careful to point out 
the need for a regulatory balancing act: on the one hand ensuring safety 
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and lack of bias, while on the other hand being wary of stifling innovation. 
Many of these overarching policy themes were discussed at the Big Data 
Symposium that David Bates and I organised with the Commonwealth 
Fund in the autumn of 2016.

Longer-term impacts 
Predictive analytics continue to be routinely used across many centers in 
the United States, particularly in the areas of readmissions and sepsis detec-
tion. In Norway, however, the integration of these tools has been uneven. 
Existing Norwegian national digital health initiatives were put on hold in 
2022, after a decade marked by a litany of catastrophically expensive failures. 
Ironically, the SARS‑CoV‑2 pandemic provided a brief opportunity for 
agile policymaking and investment in facilitating rapid data linkage from 
multiple sources to promote meaningful use of data, in the public interest. 
Whilst the catalytic effect of the pandemic has abated, initiatives such as 
the Health Data Services have been established to promote access to regis-
try data. It remains unclear to what extent these initiatives promote mean-
ingful use and improve outcomes. It is clear, however, that there remains 
untapped potential within Norwegian health data. If appropriately har-
nessed, health data could inform policy, research and practice beyond our 
borders. 

My work was presented to policymakers in the Harvard/Partners Health-
care system, Tufts and in Norway. Our work continues to be cited by other 
researchers and practitioners in the field of healthcare analytics. As such we 
may infer that our findings pertaining to success criteria and barriers to 
implementation remain relevant today.

Beyond the Harkness fellowship
The Harkness Fellowship provided a unique opportunity to take a deep 
dive into the American healthcare system. While there is much to admire 
and much to criticise within the U.S. healthcare system, I was most fasci-
nated by the thriving culture of innovation, often absent in Norway. There 
was no shame in trying to solve big, audacious problems and less of a fear 
of failure. The culture of entrepreneurialism and the professional attitude 
to innovation pervaded the healthcare institutions I was lucky to visit in 
the United States. I missed that upon my return to Norway, to my role as 
Head of E-health at the South-eastern Regional Health Authority. During 
my time in the United States, I learned that no idea is too small and that 
we can create systems that applaud, harvest, and follow innovation to fru-
ition. 
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It was a year of “magical thinking” with room for creativity, reflection 
and the courage to think big(ger). For me, it resulted in leaving my leader-
ship role, to pursue a PhD in operational research, demonstrating the value 
of using health data and mathematical methods to support problem-solving 
and policymaking in healthcare. 

My research focused on the impact of municipal admissions units 
(MAUs) – a national initiative aimed at reducing hospital admissions. MAUs 
had faced media criticism for persistently low bed occupancy rates, and it 
was unclear how central policymakers had determined the numbers of MAU 
beds required. Much of healthcare policy and decision-making is based on 
historical demand and projections of population growth. It pays little heed 
to the variations in demand and the science of queueing – which can be 
useful in accurately estimating capacity requirements. Our analyses indicated 
that the supply of MAU beds far exceeded the demand and that MAUs had 
not reduced the number of hospital admissions (5, 6). The work demon-
strated how the use of relatively simple models and analysis could have 
informed not only the initial policy but also subsequent planning.

In January 2018, while pursuing my PhD, I was asked by Senator Bernie 
Sanders to participate as an expert at a live-streamed Medicare for All Town 
Hall meeting, at the Senate in Washington DC. It was an incredible expe-
rience, viewed by over a million people and reported on by the Washington 
Post. After a year of witnessing the injustices of the American healthcare 
system, I felt a duty to inform the American public that examples of high 
quality, equitable healthcare existed. Truth be told, while I applauded the 
Senator’s initiative, I had little faith that the United States was ready for a 
single payer system and the necessary conversations regarding prioritisation, 
resource allocation and gatekeeping.

After completing my PhD at the University of Oslo and Akershus Uni-
versity Hospital (Ahus), I moved to the private sector, serving as Chief 
Medical Officer for a remote patient monitoring scale-up, Dignio. It was 
thrillingly out of my comfort-zone and I likened the experience to an “MBA-
by-doing”. My work involved closely collaborating with clinicians in hos-
pitals and municipalities to redesign health care in a more sustainable 
manner. This experience inspired me to return to clinical work and after 
spending the majority of my career working at a systems level, I am now 
retraining as an oncologist. It is a challenging transition but there is some-
thing extremely satisfying bringing my experience from public health, lead-
ership and the use of data and technology to a clinical setting. I am par-
ticularly interested in bringing the Common Sense Oncology movement 
to Norway. Common Sense Oncology promotes cancer care and research 
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focusing on improving outcomes important to patients and their families, 
such as overall survival and quality of life (7-8).

I am most grateful for relationships established during the Fellowship, 
both within the Commonwealth Fund and the Harkness network. This 
unique asset continues to be a source of advice, friendship and new oppor-
tunities. My mentor, David Bates, remains a trusted advisor and friend. 
I had the privilege of being temporarily seconded to the data-analytics team 
at the Health Foundation (a leading UK health policy think-tank), during 
my PhD. This was via the UK Harkness Fellow Adam Steventon. I also 
recruited Luke O’Shea, another 2015–2016 fellow, to the Dignio Advisory 
Board, as we looked to expand further in the UK. These are just some 
examples among many.

Finally, it would be remiss to discuss the impact of my Harkness experi-
ence without mentioning my family. It was a magical year for us all: a new 
house, a new school (Quaker, no less), new colleagues and new friends. 
Moving to a different country is not without its challenges but it can be 
both life-changing and life-affirming.
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Healthcare systems often struggle to meet the care and treatment needs of indi-
viduals with serious mental illness. My Harkness project investigated how services 
are coordinated for people with serious mental illness, the factors influencing 
coordination, and the role of peer support in facilitating integrated health care. 
The project is structured in three parts:

First, it outlines the key challenges in coordinating transitions from hospital 
to home. 

Second, it describes how medical, mental health, and social services are 
coordinated in two northeast states in the United States and identifies ongoing 
coordination challenges. This is followed by an exploration of care coordination 
practices in Norwegian healthcare services. 

Third, it examines the role of peer support in care coordination for indivi-
duals with serious mental illness with examples of digital peer support initiati-
ves both in the United States and Norway. 

Serious mental illness (SMI) encompasses conditions such as schizophrenia, 
schizoaffective disorder, psychotic disorders, major depressive disorders, and 
bipolar disorder (1). Many individuals with serious mental illness also expe-
rience chronic medical health conditions, requiring coordinated cross-
sectoral care. These co-occurring chronic health conditions are associated 
with a shorter life expectancy of approximately 10–20 years compared to 
the general population (2). Coordinated mental and medical healthcare is 
a critical policy priority. 

Care coordination is a person-centered approach that ensures individu-
als’ multiple and evolving health needs are met through appropriate care 
delivered by the right professionals at the right time (3). Integration involves 
coordinating healthcare across various professionals, multidisciplinary teams, 

Coordinating health care for people with serious mental illness
Marianne Storm
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services, and support systems. Integrating mental health into primary care 
and co-locating services aims to improve coordination and outcomes for 
individuals with SMI. My Harkness project aimed to investigate how services 
are coordinated for people with SMI and chronic medical conditions. It 
also aimed at identifying influencing factors and assessing the role of peer 
support in coordinating health care. 

First, we carried out a scoping review of the research literature (4) to 
provide an overview of the key challenges in coordinating transitions from 
hospital to home and to identify approaches that can improve coordination 
and the ability of people with SMI to manage their lives in the community. 
Second, we investigated how medical, mental, and social services for people 
with SMI were coordinated by service providers in two Northern New 
England states (5). Third, we explored the potential of peer support to 
improve the coordination of physical and mental health services for people 
with SMI (6). 

The scoping review (4) included a broad systematic literature search, 
screening 2413 titles, reading 285 abstracts and 55 research articles in full 
text, and including 16 articles in the final review. The interview studies (6,7) 
were conducted with service providers and peers in healthcare organizations 
(e.g., community mental health centers, welfare service offices, and primary 
care). Data sources included 35 interviews with administrative leaders and 
healthcare professionals (psychiatrists, psychologists, social workers, nurses) 
in the selected organizations and five interviews with peer support workers. 

Findings
The scoping review (4) identified two primary challenges in coordinating 
hospital-to-home transitions for individuals with SMI. First, personal chal-
lenges influencing the individual’s community adjustment and ability to 
manage life at home due to symptoms, worries, and lack of daily activities. 
Second, systematic challenges influencing continuity of care, difficulties 
with accessing and receiving consistent mental health treatment and med-
ications post-discharge. The approaches to improving care coordination 
were multifaceted programs or interventions that commonly addressed 
knowledge about illness and resources, decision-making involvement, and 
family and peer support. Several interventions targeted many of the identi-
fied challenges to care coordination.

In the interview study with service providers (5), we described coordina-
tion and related challenges challenges at three levels: (1) Provider-level 
coordination, describing how service providers bridge services and manage 
inter-professional communications, and their contrasting perspectives on 
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the locus of responsibility for coordination for people with SMI and med-
ical comorbidities. (2) Individual-level coordination describes how service 
providers support the person’s self-management and assist with care naviga-
tion, emphasizing trusting and continuous relationships. Providers describe 
how the right to individual choice and autonomy can hamper information 
sharing and challenges due to patients being unaware of physical problems, 
not seeking adequate physical care, and avoiding recommended treatment. 
(3) System-level coordination describes how providers link service users 
with appropriate residential and care provision services. However, there are 
significant difficulties with ensuring adequate service funding, access to 
psychiatric inpatient care, housing for service users, and recruiting and 
retaining staff. Primary care team huddles and shared medical record systems 
were examples of care integration and coordination solutions attempted 
across the two states.

Our paper on peer support in coordinating health services for individu-
als with SMI (6) demonstrates that peer support workers have the capacity 
for physical and mental health coordination. They use their experiences to 
help service users prepare for upcoming health visits and connect them with 
community services. Peers are also aware that their role is non-clinical as 
their relationship with the service users is based on mutuality. However, 
challenges remain in funding peer support services, and peers experience 
often struggle with managing boundaries as well as their own health issues. 

Impact 
Upon returning to Norway, I continued my research on coordinating mental 
health services for people with SMI to explore how it was evolving in the 
Norwegian context and to assess potential challenges. Norway has made 
notable progress in integrating mental and medical healthcare for people 
with SMI. A key goal is to ensure that inpatient capacity in mental health 
care meets the needs of individuals requiring inpatient treatment (7). There 
is also a strong emphasis on improving the quality of life and life expectancy 
for these patients. The government has funded multidisciplinary teams, 
such as Flexible or Assertive Community treatment teams, to ensure con-
tinuous service and early intervention for people at home. A patient path-
way for mental health has been introduced to ensure timely follow-up of 
mental, medical, and social needs, guidelines for treatment, and agreements 
between specialist and municipal services on hospital-to-home transitions 
(7). 

We interviewed 27 municipal healthcare professionals (medical doctors, 
nurses, social workers, and social educators) in one rural and one urban 
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municipality in western Norway to gather their perspectives on care coor-
dination for individuals with SMI (8). The interviewees emphasized that 
ensuring a stable and meaningful home life is crucial for recovery and 
maintaining good health. Care coordination involves ensuring proper hous-
ing, supporting daily activities, and timely health care access. Coordinating 
preventive measures to support the person at home, including symptom 
monitoring, emergency psychiatric care plans, general practitioner involve-
ment, and medication adjustments, is crucial. 

Individuals with SMI often visit the emergency room during acute epi-
sodes, especially at night or on weekends. Coordinating care in these situ-
ations is particularly challenging due to the complex health needs and dif-
ficulties accessing medical records. Inpatient care is limited to stabilizing 
acute and severe symptoms. The interviewees described hospital discharge 
coordination as challenging particularly concerning information exchange 
and disagreement over who is responsible for assessing and responding to 
the person’s physical health needs. Although patient pathways are in place 
to enhance system-level care coordination by clarifying responsibilities and 
improving cooperation between the primary and specialist health services 
for individuals with SMI, little change was perceived for this population 
post-implementation.

Reflections on career impact 
There has been a growing focus in Norway on peer support in mental health, 
including formalized training and employment of peer support workers in 
mental health services. During my Harkness fellowship, I was involved in 
a pilot study carried out by Karen Fortuna on digital peer support. This 
study involved a peer-delivered self-management intervention for people 
with SMI using a mobile application (app), PeerTECH, to support recov-
ery and illness management and resulted in three published papers (9–11). 
Analysis of text-message exchange in the PeerTECH app along with inter-
views with peers and service users highlighted the value of human support 
from peers in delivering the intervention and illustrated how the peers 
integrate peer support through personalized text messages and sharing their 
lived experiences. They also identified and helped address the person’s unmet 
health needs (10,11). 

Peer support is a form of social support relying on the peer’s own expe-
rience of having a mental illness and having progressed in recovery to be 
able to manage his/her illness and live a fulfilling life in the community (9). 
It is an alternative to conventional treatment and care supporting self-
determination, personal empowerment, and choice. The development of 
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peer support services for people with SMI in the United States can be viewed 
as a response to inadequate access to affordable and effective community-
based mental health services (9). 

Upon returning to Norway, I received a seed grant from HelseCampus, 
a research cluster funded by the University of Stavanger, Stavanger Univer-
sity Hospital, and Stavanger municipality, to continue research on digital 
peer support and to assess the usability of PeerTECH in Norway. Together 
with service users, peer support workers, and service providers in municipal 
mental health services, we have co-created and culturally adapted PeerTECH 
into a Norwegian DigiPer app (DigitalLikeperson app). We are preparing 
a pilot study with DigiPer with Norwegian service users and peer support 
workers to assess its feasibility and preliminary effectiveness. 

Reflections on future research 
In 2024, we received funding from the Norwegian Research Council for a 
project to implement and evaluate an interprofessional Health Needs Assess-
ment for older adults living at home in two Norwegian municipalities. This 
project aims to systematically identify unmet health and care needs, support 
independent living, and enhance quality of life. It addresses early detection 
of health needs through interprofessional and coordinated preventive 
approaches. 

The project involves co-designing interprofessional health needs assess-
ment with stakeholders, training healthcare professionals, and conducting 
a randomized controlled trial (RCT) to evaluate its effectiveness. Outcomes 
measured will include quality of life, survival, health service use, and cost-
effectiveness. It will explore how interprofessional health needs assessment 
influences interprofessional collaboration, care coordination, decision-
making, and implementation at various levels. Ultimately, the project aims 
to reduce service delivery inequalities, support healthy aging, and promote 
a consistent and fair allocation of health services for older adults.
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Unni Gopinathan

Understanding the impact of 
health reforms and insurance 
designs on population health: 
Lessons from the experimental 
laboratory of the United States
Michael 2025; 22: 60–66.
doi: 10.56175/Michael.12585

My Harkness Fellowship explored two key questions: how enrollment in health 
insurance plans with high out-of-pocket costs affect care for patients with chronic 
illness, and how health systems address patients’ social needs. These questions 
reflect trends accelerated by the Affordable Care Act. 

The U.S. system—with its state-by-state variation—offered a unique setting 
for comparative research. In one study, I examined the effects of high-deductible 
plans on patients with chronic obstructive pulmonary disease; in another, I ana-
lyzed how healthcare organizations implemented models for addressing social 
needs like housing and food insecurity. The latter work is especially relevant for 
Norway, where cross-sector collaboration is essential to strengthen prevention 
and achieve population health goals. 

Six years after my return to Norway, it is sobering to see the United States 
scale back its engagement with global health collaborations and witness the 
growing pressure on its science-based institutions. This underscores the importance 
of the Commonwealth Fund’s mission and the Harkness Fellowship in advancing 
core values such as equity, diversity, and inclusion through global partnerships.

When preparing my proposal for the Harkness Fellowship, I set out to 
explore how the healthcare systems in the United States prioritize preven-
tion, focusing on the impact of institutional changes introduced and influ-
enced by the landmark Affordable Care Act. The motivation was that pre-
vention is an underprioritized area of effort and investment within the 
Norwegian healthcare system. Understanding how healthcare reforms and 
institutional changes in the United States have heightened attention to 
prevention could therefore provide valuable insights. 

Understanding the impact of health reforms and insurance designs on population health: Lessons from the experimental laboratory of the United States
Unni Gopinathan
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The Affordable Care Act is the landmark legislation, enacted under 
President Barack Obama, that have contributed to expansion of health 
insurance coverage and access to healthcare for millions of previously unin-
sured (1). In addition to the legal provisions enabling expansion of health 
insurance, the Affordable Care Act also established key institutional arrange-
ments that advanced a stronger prevention agenda, including provisions 
supporting the development of Accountable Care Organizations. These are 
groups of primary care practices, hospitals, and other healthcare providers 
who, through financial incentives—including models that involve accepting 
financial risk and sharing savings when care is delivered below benchmark 
costs—come together to provide more efficient healthcare, prevent illness 
and the use of costly acute care and improve population health outcomes.

Two broad questions, reflecting major trends with system-wide impact 
across the U.S. healthcare system, became the foundation of my proposal:

First, how does the utilization of healthcare and outcomes for patients 
with chronic conditions change when exposed to high out-of-pocket pay-
ments? One major trend, which has accelerated after the Affordable Care 
Act, is the increasing preference for high-deductible health plans by employ-
ers as a cost-control measure (2) — a shift that may be at odds with preven-
tion goals if it leads patients to delay or avoid necessary care. At the same 
time, some healthcare policy experts argue that high-deductible health plans 
can promote prevention by making people more cost-conscious and encour-
aging healthier behaviors to avoid expensive care. Although premiums are 
low, patients who require outpatient care or emergency department visits 
risk facing high out-of-pocket costs due to the high deductible levels of 
these plans. I was mentored by Dr. Frank Wharam, who has made major 
novel contributions to the literature on the impact of high-deductible plans 
on healthcare utilization, costs and outcomes (3). 

The second question centered on how healthcare addresses the broader 
social factors, such as lack of access to healthy food or poor housing condi-
tions, that contribute to patients’ medical needs. In many settings—espe-
cially in Norway and other European countries—social welfare services 
traditionally respond to these needs. In contrast, the United States has seen 
an increasing policy shift that places healthcare systems at the center of 
efforts to address social needs, spurring a growing body of literature on the 
subject (4). My time in the United States offered a chance to explore the 
implementation of such models in Rhode Island and New Jersey, under the 
guidance of Prof. Roberta Goldman from Brown University. I especially 
explored how the systems and provider-levels managed the tension between 
a biomedical focus on treating clinical illness and a social focus on address-



M i c h a e l  S u p p l e m e n t  3 462

ing upstream factors. For both questions, the goal was to draw on the fact 
that the United States, with its variations in how states, insurers, and employ-
ers design and implement the delivery of healthcare, serves as a “laboratory” 
for research using comparative methods.

Main findings of my work
For different reasons, the two studies I have led have not yet been published. 
One study examined how individuals with chronic obstructive pulmonary 
diseases responded to a shift from traditional insurance to high-deductible 
health plans with higher out-of-pocket costs. The analysis suggested lower 
use of healthcare services following the transition, particularly emergency 
department visits and hospital admissions. Importantly, there were no clear 
indications of worsened short-term outcomes, such as patients presenting 
to the emergency department or hospital with more severe acute illness. 
This may suggest a shift in how individuals with chronic obstructive pul-
monary disease manage their condition—potentially adopting alternative 
care strategies in response to increased financial exposure, thereby avoiding 
the need for emergency or inpatient care. These observations contrast with 
findings in other chronic disease populations, where similar insurance design 
changes have raised concerns about delayed or foregone care (5). My work 
highlights how cost-sharing arrangements can influence healthcare utiliza-
tion in condition-specific and context-dependent ways, shaped by both the 
nature of the illness and the structure of the surrounding healthcare system.

The second study focused on how healthcare organizations in Rhode 
Island and New Jersey implemented models for identifying and responding 
to patients’ unmet social needs within clinical settings. My findings point 
to a range of implementation challenges, particularly in hospital environ-
ments, where workflows are typically centered on acute medical care. Inter-
views with healthcare leaders, managers and providers involved in these 
efforts revealed a broader tension between individualized approaches imple-
mented by healthcare organizations to address social needs and the more 
structural, population-level interventions needed to address root causes such 
as housing conditions or food access. These reflections raised deeper ques-
tions about the role of the healthcare system in responding to social needs, 
and where responsibility should lie—especially given that community-based 
and social service organizations often hold deeper expertise and longer-
standing engagement with these issues. 

In interviews with healthcare leaders, managers and providers about 
their perceptions of healthcare’s role in addressing social determinants of 
health, it was striking to note that many viewed social determinants as 
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services that individuals need to access and benefit from. I made similar 
observations while attending the ethics meetings of the Ethics Advisory 
group of Harvard Pilgrim Health Care (a provider of health benefit plans, 
programs and services), which debated ethical aspects of key issues faced 
by the payer. At the time, these meetings were chaired by Dr. Jim Sabin, 
who together with Norman Daniels, developed the Accountability for Rea-
sonableness Framework for securing a due process when making difficult 
prioritization decisions in healthcare systems (6). It struck me that during 
one of these meetings, several participants did not view “social determi-
nants”—such as heat or transportation—as universal entitlements and 
argued that those who had paid for their healthcare should not be expected 
to subsidize these services for others with fewer means. These observations 
contrast with the approach to social determinants in Norway and other 
European countries, where the focus is on how population-level policies—
such as those related to education, social welfare, and environmental protec-
tion—contribute universally to better health outcomes.

Further contributions inspired by my U.S. experience
In addition to my own research, I contributed to a piece co-authored with 
the other Harkness Fellows, published in Health Affairs: (7). In this piece, 
we argued that while the U.S. excels in innovation and investment, its 
healthcare system is fragmented, marked by significant regional disparities 
and inconsistencies that set it apart from the more unified, government-
supported models in other high-income countries. We pointed out that 
politicized debates over initiatives like the Affordable Care Act—and the 
varying approaches to its implementation across states—have created a 
landscape marked by political polarization around healthcare issues. We 
further argued that framing healthcare as a privilege rather than a right 
underlies many systemic issues. This approach not only fuels high costs 
through mechanisms like inflated drug prices and high-deductible plans 
but also blurs accountability, resulting in a focus on financial outcomes over 
patient care. In contrast, countries with universal coverage, centralized pric-
ing, and clearer governance demonstrate how a more coordinated system 
can better address the needs of their populations.

Conversations with public health experts in the United States also moti-
vated me to reflect on other public health challenges faced there and in 
Norway. One example is the growing promotion of vaping by multinational 
tobacco companies, which are increasingly targeting the youth market with 
these products. One such conversation motivated me to write a response 
to representatives of Philip Morris International, who in the Norwegian 
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medical daily Dagens Medisin had argued that they, through their efforts 
on harm reduction, should be seen as a “team player” in the efforts for a 
smokefree world (8). In response, I argued that tobacco companies’ push 
for harm reduction products primarily to maintain their profits and brand 
strength, rather than stemming from a genuine commitment to public 
health. Despite promoting harm reduction, the industry actively resists 
effective tobacco control policies, particularly in low- and middle-income 
countries, undermining global public health efforts. Moreover, the tobacco 
industry’s ongoing marketing to youth and attempts to bypass regulations 
contradict their claims of supporting a smoke-free future. Given their role 
in creating the tobacco-related health crisis and their opposition to key 
tobacco control measures, tobacco companies have no rightful place in the 
efforts for tobacco prevention and control and should not be seen as trust-
worthy partners in the push for a smoke-free world.

Reflections on national and international impact
For the Norwegian setting, I think my project on how healthcare organiza-
tions are addressing social needs holds greater relevance. This is because the 
high-deductible health plans are relatively unique to the U.S. context and 
the out-of-pocket expenses experienced by patients in these plans are many 
times greater than in the Norwegian context, where the deductible level in 
primary care is relatively low (currently around 300 USD) and patients do 
not pay for emergency department visits and hospitalizations. However, 
I believe the United States has made more progress in exploiting variations 
in out-of-pocket costs among patient groups to assess their impact on health 
care utilization and outcomes, whereas, in Norway, the evidence base on 
the impacts of out-of-pocket payments remains relatively sparse. 

I believe my work on addressing social needs raised critical questions 
about the role of healthcare systems in relation to other sectors’ responsi-
bilities for population health. This links directly to a major challenge faced 
by healthcare systems worldwide: bridging the gap between health needs 
and available resources. Priority-setting will be crucial to ensure effective 
and equitable resource allocation, requiring open dialogue among policy-
makers, providers, and the public. It may also be necessary to examine how 
other sectors contribute to population health goals and impact healthcare 
utilization. As Norway and other countries shape their healthcare systems, 
it may be beneficial to consider how unmet social needs contribute to poor 
health and increased utilization, and how these needs can be efficiently and 
equitably addressed. The approach in the United States, which centers 
around identifying and addressing social needs in the clinical setting, may 
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not be the way forward. Instead, regional health authorities could work 
with other social welfare institutions to assess whether patient groups, par-
ticularly those with chronic conditions or mental illness, are underserved 
in terms of social needs like food, income support, or housing. These insti-
tutions could advocate for more cross-sector involvement, potentially 
improving medical outcomes and population health. Such responsibility, 
guided by the concept of “anchor institutions,” is also being advocated in 
the U.K.’s National Health Service—a system that, for Norway, tends to 
offer a better comparison (9).

Career impact and further research 
After my Harkness fellowship, I returned to the Norwegian Institute of 
Public Health in a scientist position. I was quickly pulled into the public 
health response to the Covid-19 pandemic, working on advising munici-
palities on managing outbreaks, reviewing emerging evidence to inform 
national guidance and strengthening the institute’s capacity for research to 
generate timely analysis. Partly inspired by my Harkness fellowship research 
on healthcare’s role in addressing social needs, and motivated by the glaring 
inequities exposed by the Covid-19 pandemic, I explored how this applies 
globally in a British Medical Journal paper, focusing on the World Health 
Organization’s role in addressing the social determinants of health (10). 
During my time in the United States, I experienced maturation and increas-
ing skills to engage with experts, which has benefited me when leading 
international projects after my return. I have worked with several of my 
fellow Harkness fellows on EU proposals, led a major World Bank project 
on financing of healthcare systems, and currently I lead several research 
projects involving international partners. In my current role, I continue to 
work on building international partnerships, focused on strengthening the 
evidence base for public health and social measures for managing pandem-
ics. 

The United States: A Changed Landscape from Then to Now
In closing, it is difficult not to briefly reflect on the current political situa-
tion in the United States. and its impact on science-based institutions. At 
the time of writing, the U.S. public administration responsible for health-
care is facing its most challenging moment. I have observed that many key 
institutions I had the privilege of visiting and learning from, such as the 
Agency for Healthcare Research and Quality, have experienced significant 
staff cuts and will likely struggle to fulfill their missions. This serves as a 
reminder that the trust between politicians and public administration—
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something we enjoy largely in Norway, and which was crucial to the success 
of the public health response to Covid-19—should never be taken for 
granted. Moreover, as the federal government in the United States takes 
steps to significantly scale back its engagement in global health collabora-
tions, institutions like the Commonwealth Fund and its Harkness Fellow-
ship can play a critical role in sustaining global partnerships and promoting 
core values such as equity, diversity, and inclusion.
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Bringing more value to patients 
– lessons from different health 
systems

Michael 2025; 22: 67–72.
doi: 10.56175/Michael.12586

The Harkness Fellowship provides a unique opportunity to study international 
health policy and systems. This article presents findings from research conducted 
during the fellowship at Harvard School of Public Health 2019-20 on enablers 
and barriers of value-based health care (VBHC). The studies 1) examined the 
implementation of VBHC across four different health systems, 2) analyzed the 
impact of bundled payments in spine surgery, 3) explored the motivations behind 
investments in Patient-Reported Outcome Measures (PROMs), and 4) identi-
fied key insights from U.S. hospitals with successful PROMs programs. These 
findings contribute to the understanding of how to establish and promote more 
value-driven care and provide recommendations for future policy and research.

Healthcare systems worldwide face rising costs without proportional 
improvements in quality of care. Value-Based Health Care (VBHC) aims 
to bring more value to patients by improving patient outcomes relative to 
cost. However, systematic outcome measurement remains a significant gap 
in most healthcare systems today making it difficult to monitor quality of 
care. Moving forward, it is essential to understand the current landscape 
— including the motivations for and challenges in delivering more value 
to patients. The Harkness Fellowship enabled an in-depth examination of 
VBHC implementation in different settings, with a particular focus on the 
US healthcare system and the critical role of systematic outcome measure-
ment.

Project Description and Aims 
The project aimed to explore how VBHC is implemented across different 
healthcare systems and to assess its impact on payment models, patient 
engagement, and quality improvement. The key research objectives were:

Bringing more value to patients – lessons from different health systems
Christer Mjåset
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•	 To analyze and compare VBHC adoption in four different health 
systems: Massachusetts, the Netherlands, Norway, and England (1).

•	 To assess the effectiveness of bundled payments in spinal surgery for 
cost control and quality improvement (2).

•	 To understand why U.S. hospital executives invest in Patient-
Reported Outcome Measures (PROMs) despite limited direct 
financial incentives (3).

•	 To identify key facilitators and barriers to PROM implementation in 
leading U.S. hospitals (4).

Findings and Contributions
VBHC Implementation Across Health Systems
As illustrated in Figure 1, this study of four health systems found significant 
variation in how VBHC principles were adopted (1). While the U.S. focused 
on moving away from fee-for-service models, European countries prioritized 
care coordination and standardized outcome measurement. Government 
involvement, IT infrastructure, and provider incentives played crucial roles 
in shaping VBHC adoption. The research highlighted that despite wide-
spread recognition of VBHC principles, most systems lacked a systematic 
approach to measuring patient outcomes. Without standardized outcome 
data, healthcare providers struggle to align incentives with true value crea-
tion. The research emphasized that a transition to VBHC requires a funda-
mental shift in how healthcare systems define and measure success.

Figure 1. Implementation of the value-based healthcare elements in Massa-
chusetts (USA), the Netherlands, Norway, and England (United Kingdom) 
as of August 2020 (1). 
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In all systems, the trend to move towards VBHC seemed to be mainly 
driven by governments, administrators, and payers. To accelerate imple-
mentation, a more proactive involvement of medical communities was found 
to be necessary.

Bundled Payments in Spine Surgery
Bundled payments models are a type of value-based payment system where 
healthcare providers receive a single, predetermined payment for all services 
related to a specific treatment or condition over a defined period. Instead 
of billing separately for each service, as in traditional fee-for-service models, 
bundled payments often cover all aspects of care – including rehabilitation 
and follow-up care.

This study examined bundled payments as a tool to reduce cost variation 
and enhance care quality in spine surgery (2). The research found significant 
cost differences across U.S. hospital regions with the highest variation stem-
ming from index hospitalization costs and readmissions. Extending bundled 
payment episodes beyond 90 days had minimal additional impact on cost 
containment, indicating that early-phase cost control is critical. However, 
a key limitation of bundled payment models is the lack of integration with 
systematic outcome measurement, making it difficult to determine whether 
cost reductions translate into improved patient care.

Hospital Executives’ Motivations for Investing in PROMs
Despite weak financial incentives, there is a growing trend among major 
U.S. hospital systems to invest in outcome measurement systems. Through 
interviews with hospital executives we found that the main reasons for 
investing in PROMs were due to institutional culture, commitment to 
patient-centered care, and long-term strategic positioning (3). Leaders 
viewed PROMs as means to demonstrate care quality to payers and improve 
care processes. However, they expressed concerns about using PROMs as 
performance metrics due to data collection challenges and physician buy-in. 
The research also revealed that while many institutions collect PROMs, 
they often fail to utilize the data effectively for quality improvement or 
reimbursement alignment.

Facilitators and Barriers to PROM Implementation
Since systematic outcome measurement remains underdeveloped in many 
health systems, understanding how leading institutions have successfully 
implemented PROMs in clinical practice is crucial. This study identified three 
key facilitators from hospitals with well-established PROM programs (4):
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•	 clinician-driven selection of PROMs 
•	 integration with electronic health records 
•	 effective patient engagement strategies. 

Barriers included variability in provider engagement, technical challenges 
in data analysis, and misalignment between PROM collection and reim-
bursement structures. A major challenge remains the lack of standardized 
frameworks for PROMs implementation and data utilization.

Impact and Reflections
National and International Influence
The four studies have been widely cited in international peer-reviewed jour-
nals (>100 times as of April 1, 2025) contributing to discussions on how 
to promote VBHC. In recent years, PROM cutoff scores have been applied 
to measure post-surgery improvement in the Norwegian quality registry 
online portal (5). One of these benchmarks originated from a publication 
made during my Harkness year in collaboration with an institute at Harvard 
University (6). 

Career Impact and Collaborations
The fellowship experience facilitated collaborations with leading U.S. health 
policy researchers, leading to continued research engagements and collabo-
ration on publications and seminars. The spring 2025 semester, a Norwegian 
Fulbright scholar will work at the Computational Neuroscience Outcomes 
Center at Brigham and Women’s Hospital, made possible through my ongo-
ing collaboration with the institution.

The Harkness Fellowship also created new pathways for leadership in 
digital health and healthcare transformation, influencing both my tenure 
as Deputy CEO and CCIO at Helseplattformen AS and my subsequent 
transition to a Partner role at EY. Exposure to U.S. policy discussions has 
informed my approach to implementing VBHC principles in Nordic health-
care settings, particularly in advancing systematic outcome measurements 
and driving digital transformation processes.

As part of the 2024 Norwegian Washington Seminar (7), a collaboration 
with the Commonwealth Fund resulted in a dedicated one-day session 
addressing the challenges of the U.S. healthcare system. I hope to continue 
this collaboration on a biannual basis moving forward.
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Future Research and Policy Directions
Building on these findings, future research should:
•	 Investigate the long-term impact of PROMs on patient outcomes and 

cost-efficiency.
•	 Develop robust frameworks for better integrating PROM data into 

reimbursement models to align financial incentives with value-based 
care principles.

•	 Establish standardized methodologies for collecting and utilizing 
PROMs to ensure that patient outcomes are systematically measured 
and used to drive healthcare improvements.

•	 Assess how systematic outcome measurement can enable broader 
healthcare system improvements.

Conclusion 
The research conducted during the Harkness Fellowship underscores the 
complexities of implementing VBHC across diverse health systems. While 
significant progress has been made, challenges remain in aligning payment 
models, standardizing outcome collection, and engaging both providers 
and patients. The absence of comprehensive outcome measurement con-
tinues to hinder true value creation in healthcare. To fully realize the poten-
tial of a value-based approach, healthcare systems must prioritize the adop-
tion of standardized PROMs frameworks, embed outcome measurement 
into payment models, and utilize data-driven insights for continuous 
improvement. 

Sustained policy innovation and cross-country learning will be essential 
in advancing the VBHC agenda globally. Additionally, a more focused 
governmental ambition and active involvement will be critical in shaping 
meaningful reforms. In this regard, future Harkness fellows can play an 
important role in promoting a stronger focus on patient value in interna-
tional health care.
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There are no hard-to-reach patients 
– only hard-to-reach health care
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In high-income countries, hepatitis C mainly affects people who inject drugs. 
Achieving WHO targets for HCV elimination requires alternative care models 
to effectively engage vulnerable populations in treatment. HCV can be effectively 
cured with antiviral treatment; however, barriers such as stigma, unstable hous-
ing, and complex healthcare systems often hinder access to this treatment. While 
exploring low-threshold HCV care models in New York City through the Hark-
ness Fellowship, healthcare providers highlighted the importance of building 
trust and offering comprehensive services. Engaging with vulnerable populations 
requires a shift in our approach—meeting people where they are and dismantling 
the logistical and social barriers that hinder their access to treatment is essential. 
Our focus should be enhancing coordination and providing care in easily acces-
sible locations that resonate with those we aim to serve.

In high-income countries like Norway and the United States, the Hepatitis 
C virus (HCV) disproportionately affects people who inject drugs. These 
individuals are often marginalized due to their ongoing drug use, psychi-
atric comorbidities, health illiteracy, or socioeconomic instability. While 
some attempt to seek treatment, they often become lost within a complex 
system that is not designed to meet their needs. Others might resist help 
altogether, sometimes because of traumatic life experiences that are chal-
lenging to imagine. All deserve our respect and care.

Newer antiviral medications, which are taken for eight to twelve weeks, 
can cure approximately 95% of patients with HCV, making the elimination 
of hepatitis C as a public health threat feasible. However, helping people 
who inject drugs obtain and adhere to treatment presents significant chal-
lenges and barriers to care.

There are no hard-to-reach patients – only hard-to-reach health care
Ane-Kristine Finbråten
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To achieve HCV elimination, we need alternative models of care that 
effectively engage vulnerable populations in treatment. How do we reach 
patients who do not have a permanent address or phone? How can we follow 
up with individuals who miss regular appointments? These questions occu-
pied my thoughts prior to starting the Harkness Fellowship.

Delivering more effective HCV care
As a founding member of the Centre for Elimination of Hepatitis in Norway, 
I have worked with innovative HCV treatment models for people who 
inject drugs. One such model was a mobile clinic run by peers, targeting 
people who inject drugs living in rural areas of Norway (1). This clinic 
offered point-of-care confirmatory hepatitis C testing and liver assessments 
using portable devices, creating opportunities to initiate same-day treatment 
with a provider accessible via telephone. Another model involved providing 
immediate treatment for hospitalized people who inject drugs with HCV, 
as opposed to the traditional standard of care that involves referral to an 
outpatient clinic (2). 

The primary goal of my fellowship was to explore HCV treatment models 
in New York City, specifically examining barriers to care and identifying 
elements of care models that effectively address these challenges. While 
significant structural and cultural differences in healthcare exist between 
Norway and the US, the HCV population faces similar needs in both 
countries, offering an opportunity for healthcare professionals to learn from 
one another in delivering more effective HCV care to marginalized popula-
tions.

Insights from HCV care models in New York City 
From 2021 to 2022, I conducted interviews with 16 healthcare providers 
in New York, representing ten different organizations that deliver low-
threshold HCV treatment (3). These organizations include community 
health centers, mobile units, harm reduction programs, and methadone 
clinics, with significant peer involvement in the treatment process.

Competing priorities
I found that many barriers to HCV care are similar in the US and Norway. 
Stigma associated with substance use disorder, along with competing per-
sonal factors such as lack of housing and ongoing substance abuse, are 
prevalent regardless of nationality. The term “chaos” often comes to mind; 
it can be difficult to initiate HCV treatment when individuals face numer-
ous pressing problems.
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Low-threshold HCV programs
While no clear definition of a low-threshold care model exists yet, discus-
sions with providers in New York City-based programs revealed that these 
initiatives must work to overcome the stigma associated with the disease. 
Successful HCV treatment hinges on building trust with patients. An open-
door policy, where appointments are not required, is another key success 
factor for low-threshold programs. The more services these programs can 
provide in one location, the better. For example, why not address patients’ 
wounds and manage their diabetes while simultaneously treating their HCV 
infection?

Another effective approach involves locating healthcare services close to 
the marginalized patients who need them. One example is the Accessible 
Care Program, which co-locates an HCV care program within a syringe 
exchange program in New York City (4).

Staffing is a crucial component
Care models can significantly enhance outreach efforts and improve care 
coordination through adequate staffing. It is essential to bring healthcare 
to areas where it is most needed, ensuring patients have various options for 
connection—whether through walk-ins, telemedicine, or outreach activities.

Available but not accessible
One major barrier to HCV care in the US, absent in Norway, is the require-
ment for prior authorization, or insurance approval, before starting treat-
ment (5). These additional steps can quickly lead patients to drop out of 
care. Imagine a motivated patient eager to receive HCV treatment, only to 
be delayed by the need for prior authorization. For patients without stable 
housing or access to a phone, ensuring they receive medication once author-
ized can be exceptionally challenging.

In the US, while HCV treatment is available, it is not accessible for all 
patients and it needs to be both. One way to address prior authorization 
challenges is to assign peer navigators to assist patients in obtaining neces-
sary care. Another approach could involve providing patients with a med-
ication starter pack while they await their prescription (6).

Is there an optimal treatment model?
My experience at the Centre for Elimination of Hepatitis in Norway, com-
bined with my fellowship year, provided invaluable insights into the essen-
tial elements for an optimal treatment model that can overcome barriers to 
HCV care. Together with my mentors, we published a comprehensive review 
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on this topic, highlighting effective strategies and innovations that signifi-
cantly enhance access to treatment for marginalized populations (7). We 
aim to contribute to a better understanding of how to engage and support 
individuals affected by hepatitis C, ultimately advancing the goal of elimi-
nation.

We concluded that rapid treatment initiation is a promising approach 
to increasing HCV treatment uptake among marginalized populations. 
Rapid models rely on innovations in HCV diagnosis and treatment, such 
as point-of-care confirmatory testing, decentralized treatment locations, 
and simplified treatment algorithms. Access to medication remains a sig-
nificant barrier, and these rapid models are best suited for environments 
where medication is readily available. Addressing medication access issues 
and expanding point-of-care testing methods could facilitate broader imple-
mentation.

A new treatment model in Norway
During my fellowship year, I participated in a task force that updated the 
national guidelines for treating hepatitis C in Norway. A new model was 
incorporated into the Norwegian HCV treatment guidelines in June 2022 
(8). Traditionally, Norway’s approach has involved referring patients to out-
patient care, often leading to delays and missed appointments. In the 
updated guidelines, we recommend that if a patient tests positive for hepa-
titis C and is unlikely to benefit from the traditional treatment model, 
healthcare providers should simplify the process and initiate rapid treatment. 
This method has proven both safe and efficient, with a primary focus on 
engaging people who inject drugs and ensuring they receive necessary care 
without unnecessary barriers.

Transforming health care to meet the needs of a vulnerable 
population
Norway’s healthcare system, with its strong emphasis on accessibility and 
comprehensive support, facilitates the effective implementation of treatment 
models for hepatitis C. In contrast, the US healthcare system poses sig-
nificant challenges to such implementation, due to complexities like vary-
ing state regulations and the requirement for insurance approval, which can 
impede access to treatment for marginalized populations. A failing safety 
net limits the success of low-threshold HCV care models.

In exploring the challenges associated with public health initiatives, 
particularly concerning hepatitis C elimination, it is crucial to consider the 
insights of healthcare professionals who are engaged directly in the system. 
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One provider I interviewed in New York expressed deep skepticism about 
the feasibility of achieving elimination due to systemic issues within their 
healthcare framework. They stated, “I’m skeptical that elimination will be 
achieved. And it’s partly because we don’t believe that people have a right 
to basic healthcare, housing, or mental health care. We lack universal health-
care, and, at least in the short term, we probably never will. I think Hep C 
elimination in the United States or New York is not possible without a 
comprehensive restructuring of our healthcare system.”

This perspective highlights a significant barrier to public health progress: 
comprehensive healthcare reforms must tackle the underlying inequalities 
that hinder effective disease elimination strategies.

Transforming healthcare requires grit — a determination to persevere 
when faced with complex challenges. While some may be born with grit, 
it can also be cultivated through life experiences.

By uprooting my life and moving to New York City for a year, I left with 
more grit than I had upon arrival. The shift from Norway, with a total 
population of 5.5 million, to the bustling environment of New York City, 
with 8.8 million residents, was substantial. Gaining firsthand knowledge 
from a different healthcare setting has enriched my perspective. I witnessed 
remarkable determination and resilience in communities that deliver care 
to vulnerable populations in New York City. I learned from innovative care 
models run by engaged and compassionate providers who are working 
against structural barriers.

No one has yet devised a perfect HCV care model that can be imple-
mented universally across all healthcare systems. We must continue sharing 
problems and solutions; this knowledge is key to innovation and change. 
Healthcare will improve as we address each barrier one at a time.

Literature
1.	 Midgard H, Bjørnestad R, Egeland M et al. Peer support in small towns: A decentralized 

mobile Hepatitis C virus clinic for people who inject drugs. Liver Int 2022; 42: 1268–
1277.

2.	 Midgard H, Malme KB, Pihl CM et al. Opportunistic Treatment of Hepatitis C Infec-
tion Among Hospitalized People Who Inject Drugs (OPPORTUNI-C): A Stepped 
Wedge Cluster Randomized Trial. Clin Infect Dis 2024; 78: 582–590.

3.	 Finbråten AK, Chin CL, Seetharaman M et al. Providers’ Perspectives on Implementa-
tion of Low-threshold HCV Treatment in New York State: A Qualitative Study. Open 
Forum Infect Dis 2025; 12: ofaf184.

4.	 Eckhardt BJ, Scherer M, Winkelstein E et al. Hepatitis C Treatment Outcomes for 
People Who Inject Drugs Treated in an Accessible Care Program Located at a Syringe 
Service Program. Open Forum Infect Dis 2018; 5: ofy048.



M i c h a e l  S u p p l e m e n t  3 478

5.	 Duryea P, Habchi J, Sprecht-Walsh S et al. A Modifiable Barrier to Hepatitis C Virus 
Elimination in Rhode Island: The Prior Authorization Process for Direct-Acting Anti-
viral Agents. R I Med J (2013). 2020; 103: 41–44.

6.	 Eckhardt B, Kapadia SN, Mateu-Gelabert P, et al. Rapid Treatment Initiation for Hep-
atitis C in Young People Who Inject Drugs: The Seek, Test, and Rapid Treatment 
Randomized Trial. Open Forum Infect Dis 2022; 9: ofac225.

7.	 Finbråten AK, Eckhardt BJ, Kapadia SN et al. Rapid Treatment Initiation for Hepatitis 
C Virus Infection: Potential Benefits, Current Limitations, and Real-World Examples. 
Gastroenterol Hepatol (N Y) 2022; 18: 628–638.

8.	 Faglig veileder for utredning og behandling av HEPATITT B og C hos voksne. Oslo: Den 
norske legeforening, 2022  https://www.hepatittfag.no/   (17.6.2025)

Ane-Kristine Finbråten
ane-kristine.finbraten@fhi.no
Lovisenberggata 8
0456 Oslo

Ane-Kristine Finbråten is an internist currently serving as a senior physician 
within the Department of Infection Control and Vaccines at the National 
Public Health Institute (NIPH). 



Th e  H a r k n e s s  f e l l ow s h i p  –   t h e  N o rw e g i a n  e x p e r i e n c e 79

Hanne Marie Rostad

No data, no justice: The need  
to study health disparities in 
municipal long-term care

Michael 2025; 22: 79–84.
doi: 10.56175/Michael.12588

This essay highlights the urgent need for comprehensive data collection to address 
health disparities in Norway’s municipal long-term care services. Inspired by 
the United States, where extensive research has revealed significant health dis-
parities, this essay emphasizes the importance of understanding these issues in 
Norway. Effective interventions for equitable healthcare cannot be developed 
without detailed data on, for example, race, ethnicity, and socioeconomic status. 
The essay also discusses challenges in data collection, such as privacy concerns 
and universalism, policy and practice changes, and future research initiatives 
to overcome these barriers. 

Imagine Mrs. Johnson, an African American woman in her 70s living in a 
long-term care facility in the United States. Mrs. Johnson suffers from pres-
sure ulcers, a condition that causes her significant discomfort and pain. 
Through comprehensive data collection on race and ethnicity across all US 
nursing homes, it was discovered that African American residents had higher 
rates of pressure ulcers compared to White residents. This crucial insight 
led to heightened awareness and targeted interventions, such as improved 
staff training and culturally appropriate care practices. As a result, the inci-
dence and prevalence of pressure ulcers among African American residents 
were significantly reduced, improving overall quality of life.

In Norway, we currently lack similar data collection, which means we 
might be missing out on identifying and addressing such disparities within 
our own healthcare system.

Going to the United States, I wanted to learn how to study health dis-
parities in long-term care. The U.S has a long and strong history of study-
ing health disparities and has placed significant focus on this issue, especially 
over the past two decades. The COVID-19 pandemic, in particular, accel-

No data, no justice: The need to study health disparities in municipal long-term care
Hanne Marie Rostad
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erated research in this area. The term ‘health disparity’ describes differences 
in access to healthcare and health outcomes between different population 
groups. These disparities can be measured and often highlight the unequal 
burden of disease, disability, death, and the quality of healthcare among 
specific groups (1).

Much of the research on health disparities in long-term care has been 
conducted in the United States. Although the political situation, social chal-
lenges, cultural, and historical contexts are different, countries like Norway 
can still learn valuable lessons from US health disparities research. The 
experiences of conducting disparities research and the data infrastructure 
in the US provide valuable insights that we need in Norway to advance our 
understanding and address health disparities effectively.

Research on health disparities is not just about statistical observations; 
it often presents living narratives of systemic injustice. There is no reason 
to believe that health disparities do not or will not occur in Norway. The 
reality is that our understanding of health disparities in Norway is still 
developing. While there is some research into disparities in mortality and 
access to and utilization of certain healthcare services, primarily related to 
specialist healthcare, we lack comprehensive knowledge about the extent of 
health disparities in our healthcare services in general. In this essay, I focus 
on municipal long-term care services, which is my area of research. We 
know very little about where, when, and how these disparities manifest, 
why they occur, and what the consequences are for different groups. 

Rising need for municipal care services amid Norway’s growing 
diversity
Norwegian municipal long-term care services are vital for the population’s 
well-being. In 2020, 7% of the population received these services, and that 
number is rising (2). As the demographic landscape diversifies, these services 
face greater responsibility for a more complex population. For example, the 
number of immigrants over 80 could quadruple in the next 20 years, many 
of whom will have low educational levels linked to higher care needs (3). 
Therefore, understanding and addressing health disparities, care quality, 
and service utilization among diverse groups is increasingly important.

The US experience in disparities research and data infrastructure offers 
valuable insights for Norway. A key component is the Minimum Data Set 
(MDS), a standardized tool for collecting comprehensive data in long-term 
care facilities. The MDS includes crucial variables like demographics, health 
status, and social factors, with recent expansions in ethnicity and race cat-
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egorization to promote health equity and aid in identifying health disparity 
patterns and develop targeted interventions. 

Barriers to comprehensive data collection in Norway
One significant challenge in studying health disparities in Norway is the 
lack of comprehensive and systematic data collection on variables that can 
be used to analyze health disparities, such as race, ethnicity, disabilities, 
sexual orientation, income, and educational level. This gap in data hinders 
our ability to fully understand and address the health needs of a diverse 
population. One reason we often avoid collecting detailed data is the con-
cern for privacy. While privacy is undoubtedly important, and protecting 
personal information is a fundamental right, we must also consider the 
implications of not having this data. If privacy concerns prevent us from 
collecting information crucial for providing appropriate treatment, care, 
and support, we are failing to meet the needs of our diverse population. 
Diaz, Magnus, and Ursin argue that we should not need to compromise on 
privacy but rather find a balance between protecting personal information 
and collecting data essential for improving care quality (4). 

Additionally, concerns about discrimination and the principle of uni-
versalism may lead to the perception that it is unnecessary to collect such 
data, as everyone should be treated equally. In Norway, like in many other 
countries, there is a strong emphasis on ensuring equality and preventing 
discrimination based on race, ethnicity, or religion. Avoiding the collection 
of data on race and ethnicity has likely been a way to prevent these factors 
from being used to discriminate and create negative associations towards 
subpopulations in our society.

The need for comprehensive data
The first step towards meaningful change is the collection of data. As a 
registered nurse, it is second nature for me to think in terms of the nursing 
process, where data collection is the initial phase of a problem-solving meth-
odology. We need data first, followed by the interpretation of the collected 
data to formulate a problem statement. Only then can interventions be 
planned, implemented, and evaluated. Currently, we are in the initial stage 
of this problem-solving process for addressing health disparities in munic-
ipal long-term care. Without comprehensive data, we cannot accurately 
identify the issues or develop effective solutions. Therefore, the collection 
of data is not just a technical necessity but a foundational element in our 
efforts to promote access, equity, and high-quality care and a responsive 
healthcare system. To effectively study health disparities in long-term care 
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in Norway, we need to start collecting comprehensive data in the ‘Kom-
munalt pasient- og brukerregister’ (Municipal Patient- and Service User 
Registry) that reflects the diversity of our population, in a standardized and 
systematic way. 

Policy, practice and research 
To ensure responsible data collection and enhance the quality of care for 
all individuals, robust privacy protection policies are essential. While Norway 
already has implemented some of these measures to a certain extent, it is 
crucial to continuously discuss and advance the ways we balance data col-
lection needs with personal information protection. For example, strict data 
security measures like encryption, multi-factor authentication, restricted 
access, regular audits, and transparency about data usage and protection 
should be emphasized. Furthermore, engaging stakeholders, including civil 
society organizations, ensures that the collected data is relevant, accurate, 
transparent, and aligned with societal goals. This collaborative approach is 
likely to lead to better outcomes and more informed decision-making.

Both clinicians and researchers should receive mandatory continuous 
training in handling sensitive data. This training would cover best practices 
for data security, privacy protection, and ethical considerations in data col-
lection and usage. By ensuring that everyone involved understands the 
importance of protecting personal information, we can still collect the nec-
essary data to improve care quality. 

Providing health researchers with easier and more affordable access to 
data while ensuring that the information is relevant and sufficiently detailed 
is essential. For example, aggregating data in a meaningful way is crucial; 
it must be done at a level that protects privacy while still providing valuable 
insights. Over-aggregation, such as combining data from individual coun-
tries into broad regions, can render the data less useful. Furthermore, estab-
lishing clear guidelines and standards for the collection of health data, 
including race, ethnicity, and other demographic variables, ensures consist-
ency and accuracy across all healthcare facilities. Additionally, introducing 
legislation that mandates the collection of specific health data variables, 
such as race and ethnicity, in all healthcare settings is crucial. 

Key themes for future research on health disparities
Through my project, several overarching themes emerged that are crucial 
for future research on health disparities in long-term care (5). To truly 
address these disparities, future research needs to move beyond merely 
acknowledging that they exist and delve into the underlying structures, 
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processes, and policies that contribute to these inequities. Understanding 
how and why these disparities arise and persist is crucial for developing 
effective interventions. A significant challenge I identified is the predominant 
focus in previous research on single-axis differences, such as race or gender, 
which overlooks the complex interplay of multiple identity dimensions. 
The concept of intersectionality could be promising here, as it encourages 
us to consider how various social categories intersect and influence health 
outcomes. Researchers should also examine the broader social, economic, 
and political contexts that affect these disparities and engage with the com-
munities being studied to ensure the research is relevant and respectful. In 
addition to quantifying health disparities, it is essential to explore experiences 
through qualitative research. This approach can provide deeper insights into 
how individuals perceive their care, helping to tailor interventions more 
effectively (5).

Towards a healthier and more inclusive society
In summary, tackling health disparities in municipal long-term care through 
comprehensive data collection and analysis is no small feat. However, it is 
a game-changer. It allows us to build a healthcare system that truly responds 
to the diverse needs of our population. By putting privacy protection and 
transparency at the forefront, we can earn the public’s trust and ensure 
sensitive data is handled with the utmost care. This initiative is not really 
about data—it is a commitment to justice and equality in healthcare. It is 
our chance to lead by example, showing how thoughtful and inclusive data 
practices can spark positive change. Collecting data will provide us with the 
opportunity to improve the health of various groups and individuals, making 
sure that everyone, including all the Norwegian Mrs. Johnsons, receives the 
attention they need.

Impact of the Harkness experience on my career
Reflecting on my fellowship year, I didn’t just gain new knowledge and skills 
about disparities research—I acquired a whole new perspective on leader-
ship. Before heading to the United States, I thought leadership was about 
big decisions and grand gestures, but I learned that true leadership lies in 
the everyday actions and interactions—sharing knowledge, offering 
resources, and helping others shine. This revelation transformed my approach 
to work, making collaboration and inclusivity my mantra.

Meeting with colleagues from various nations made it clear how univer-
sal our healthcare challenges are. We were all grappling with the same issues, 
albeit in different contexts. Diving deep into the US healthcare system was 
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like a masterclass in innovation, and I realized that many of their solutions 
could be adapted to our settings. This experience underscored the impor-
tance of global collaboration and how interconnected our efforts are in 
tackling healthcare problems.

Being a Harkness Fellow was like getting a golden ticket to a world of 
opportunities. The network is a powerhouse of collaboration and idea-
sharing. While achieving change is tough and complex, witnessing the 
determination and innovation in the US was incredibly inspiring. It showed 
me the magic that happens when diverse perspectives come together and 
the sheer power of collective effort.
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The Inflation Reduction Act marked a significant policy shift in the United 
States, granting Medicare the authority to negotiate prices for high-cost brand-
name prescription drugs. While many other industrialized nations have long 
utilized negotiation frameworks, this study aimed to compare these processes 
across various health systems, focusing on key aspects such as drug selection 
criteria, negotiation procedures, price-influencing factors, and implementation 
(1).

My study analyzed the negotiation frameworks of four G7 countries – 
Canada, France, Germany, and the United Kingdom (England) – two Benelux 
countries (Belgium and the Netherlands), and one Scandinavian country 
(Norway), all of which have well-established drug price negotiation models. 
The U.S. Veterans Affairs Health System was also included for comparison.

The study concludes that the negotiation framework established under the 
Inflation Reduction Act is far more limited than other frameworks explored in 
this study. Adding elements from frameworks in other countries could lead to 
more effective price negotiation in the United States.

Prices for brand-name prescription drugs in the United States are approxi-
mately two to four times higher than prices in other comparable countries 
(2). A key reason for the price differential is that high-income countries 
apart from the United States negotiate drug prices with manufacturers 
shortly after market launch, whereas the United States allows pharmaceuti-
cal manufacturers to set prices without restriction when entering the market. 
The Inflation Reduction Act (IRA) of 2022 authorizes the Centers for 
Medicare and Medicaid Services (CMS) for the first time to negotiate prices 
for a limited selection of high-revenue brand-name prescription drugs on 
behalf of Medicare (3). In 2023, CMS released comprehensive guidance on 
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negotiation plans, which covered the selection of drugs, negotiation proce-
dures, and timelines for implementation (4). For example, qualifying drugs 
must be single-source brand-name drugs or biological products lacking 
marketed generic or biosimilar competition and will be eligible for nego-
tiation beginning seven years after Food and Drug Administration approval 
for small molecule drugs (11 years for biologics), with the negotiated price 
taking effect two years later (5).

Many health care systems around the world negotiate drug prices using 
a range of methods to ensure the affordability of prescription drugs. The 
objective of the study was to compare various negotiation frameworks to 
identify their strengths and weaknesses. Four main areas were covered:
1.	 Criteria for selecting drugs for price negotiations (what factors)
2.	 Procedures for negotiations (structure, timelines, consequences of not 

reaching an agreement)
3.	 Factors that influence negotiated prices (how defined and what 

sources)
4.	 Implementation of the negotiated prices (how distributed in the 

supply chain, discrepancies between transaction price vs. negotiation 
price, price changes over time).

Semi-structured interviews were conducted with in-country experts in each 
system who have knowledge and first-hand experience in pharmaceutical 
price negotiations. For each system, relevant legislation, government pub-
lications, and guidelines were also gathered to understand the context of 
the negotiation frameworks.

Findings
All eight systems negotiate the prices of brand-name prescription drugs 
soon after approval and rely on formal clinical assessments that compare 
newly approved drugs with existing therapies. Systems differed on charac-
teristics such as whether the body performing clinical assessments is separate 
from the negotiating authority, how added health benefit is assessed, whether 
explicit willingness-to-pay thresholds are employed, and how specific 
approaches for priority disease areas are taken.

High-income countries around the world adopt different approaches to 
conducting price negotiations on brand-name drugs but coalesce around a 
set of practices that  are largely absent from the current Medicare negotia-
tion framework. U.S. policymakers might consider adding some of these 
characteristics in the future to improve negotiation outcomes.
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Impact nationally and internationally
Countries around the world have developed sophisticated systems to nego-
tiate drug prices effectively, and the findings in the study suggest that there 
is much the U.S. can learn from these established frameworks. Unlike other 
high-income countries, the U.S. lacks formal health technology assessments 
(HTAs), which have been key in strengthening drug price negotiations 
elsewhere. When price negotiations take place at market entry, it ensures 
quicker and longer-lasting savings by setting affordable prices. Many health 
systems negotiate prices as drugs are approved, enabling immediate, cost-
effective access. In contrast, Medicare can only begin negotiations seven to 
11 years after FDA approval, allowing manufacturers to set high prices for 
years. While this delay supports industry profits and incentivizes innovation, 
it results in higher drug costs and slower access to affordable treatments for 
patients. Implementing strategies from other countries could significantly 
improve negotiation outcomes for Medicare and ultimately benefit Amer-
ican patients.

Beginning in January 2025, the European Union (EU) will adopt a 
standardized framework for clinical assessment of newly approved drugs 
(6). The framework for joint clinical assessment will be implemented across 
member states in stages, beginning first with oncology drugs and advanced 
therapies, such as gene therapies. The process will run in parallel with the 
regulatory review process; when manufacturers submit market authorization 
applications to the European Medicines Agency, they will provide informa-
tion at the same time to a European Commission secretariat to inform the 
HTA process. Member states are obliged to include the joint clinical assess-
ment in their national HTA review (along with additional clinical analyses 
they may choose to undertake) and will each complete their own cost-
effectiveness analyses, price negotiations, and reimbursement decisions. This 
centralized joint clinical assessment process may help standardize evaluations 
of new therapies.  A more uniform drug assessment process may be especially 
important given the challenges countries face in addressing uncertainty in 
clinical evidence and the increasing number of drugs approved based on 
nonrandomized trials, single-arm studies, surrogate measures as study end-
points, and short follow-up times.

Impact on my career
Equity in health has been one of my main motivations for pursuing further 
education and has continued as a guiding star throughout my career. The 
fellowship has been a unique opportunity to join a community of people 
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from across the world. They have inspired me to see new opportunities to 
advance health policy on equitable access to medicines and health care.

The need for international knowledge sharing and exchange of experi-
ences is becoming more critical in the coming years to ensure access to 
medicines and health care. Given the current geopolitical landscape, enhanc-
ing cross-border public health policies is more important than ever. The 
initiative of the European Health Union highlights the importance of a 
more unified and prepared approach to ensure access to medicines and 
medical technology, collaboration on health preparedness and crisis response, 
and reinforcing healthcare infrastructure. The Harkness experience has given 
me a deeper understanding of the changes needed today to address the 
challenges of health care in the future. International collaborations as a 
strategic platform and mechanism to advance policy changes are something 
I will continue to build upon in my career.

Future Research
The study did not include comprehensive data on access to medications or 
drug spending in each system, which restricted the ability to assess the 
overall performance of different negotiation frameworks. The study focused 
on the processes and procedures that shape drug price negotiation. However, 
there are numerous exogenous factors, including how societies value health 
and how much countries can afford to pay, that may affect final agreed-on 
prices. Additionally, although interviewees underscored the primary impor-
tance of added therapeutic benefit and the certainty of evidence in drug 
price negotiations, they were not asked to formally rank different factors. 
Future research should quantify how officials (and the frameworks in which 
they operate) trade off different values when negotiating prices.
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Improving access to mental health care is a shared policy priority in both Norway 
and the United States, particularly addressing access barriers in rural areas. 
Telemedicine and crisis response systems have gained importance in these efforts, 
having the potential to expand timely access to care. 

The adoption of telemedicine has increased significantly in recent years. 
However, the impact of telemedicine on clinicians’ geographic reach remains 
unclear, especially in rural areas. One of my Harkness Fellowship projects add-
ressed this gap by analyzing Medicare data to assess the geographic reach of 
mental health specialists adopting telemedicine. 

Mobile Crisis Teams (MCTs) have become crucial in U.S. mental health 
crisis response systems, supported by recent federal policies increasing their 
Medicaid funding. However, there is limited knowledge about how this funding 
has affected access to care. My second Harkness project explored the implemen-
tation of Medicaid-funded MCTs in selected U.S. states. 

Findings from both projects aim to inform researchers and policymakers 
internationally. The Harkness Fellowship has provided valuable interdisciplinary 
perspectives on health policy and leadership, shaping my future research and 
policy efforts aimed at strengthening public health care systems.

Timely access to mental health care remains an international challenge. 
Both Norway and the United States display geographic variations in the 
availability of mental health care providers, particularly in rural areas. 
Patients may need to travel long distances for care and often encounter 

Using telemedicine and mobile crisis teams to improve mental health care access: Exploring U.S. policies and their relevance to Norway
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lengthy wait times. While primary care physicians can address some mental 
health needs, access to community-based specialists is limited in many areas. 
This service gap increases reliance on law enforcement, emergency depart-
ments, and hospitalizations, highlighting the urgent need for more acces-
sible mental health care (1, 2).

Unlike Norway’s publicly funded universal health care system, access to 
care in the U.S. typically depends on employer-sponsored insurance or 
public programs such as Medicare and Medicaid. Medicare, a federally 
funded program, covered approximately 67 million Americans in 2024, 
including those aged 65 and older, as well as younger individuals with 
disabilities and certain medical conditions. Medicaid, a joint federal-state 
program, provided health care for about 72 million low-income Americans 
in 2024, many of whom experienced mental health issues or substance use 
disorders. The federal structure allows states the flexibility to tailor services 
to local needs, but it also contributes to variations in mental health care 
provision across U.S. states (3). Medicaid beneficiaries often face barriers 
in accessing timely mental health care, including variations in state-covered 
services, provider reluctance to accept Medicaid patients, and disparities in 
access between urban and rural areas. While the Affordable Care Act of 
2010 expanded mental health coverage by mandating essential health bene-
fits, many Americans remain uninsured or underinsured – particularly in 
the ten states that have not expanded Medicaid since 2010.

As a Harkness Fellow, my projects explored health policies aimed at 
improving mental health access through U.S. public insurance programs. 
Telemedicine and crisis response services have become increasingly impor-
tant in addressing access barriers in recent years. Telemedicine offers a remote 
alternative to in-person care that can potentially improve access, especially 
in rural and underserved communities. Similarly, Mobile Crisis Teams 
(MCTs) are crucial for providing community-based interventions for indi-
viduals in mental health crises (4). Both Medicare and Medicaid serve as 
primary funding sources for these services. Despite their different health 
care systems, understanding policies to improve access within U.S. public 
insurance programs can provide valuable policy insights for Norway’s health 
care system.

This article provides an overview of my two main Harkness projects: the 
geographic reach of mental health specialists adopting telemedicine and the 
implementation of Medicaid-funded MCTs across selected U.S. states. I will 
then discuss key lessons from my Harkness fellowship and conclude with 
reflections on future research and policy work.
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The Geographic Reach of Mental Health Specialists via 
Telemedicine in Rural and Underserved Communities
Telemedicine has become increasingly important for mental health care 
provision and can potentially overcome geographic access barriers. The 
Covid-19 pandemic accelerated the adoption of telemedicine among mental 
health care providers (5), and research suggests that it is as effective as in-
person care (6). However, studies indicate that disparities persist, with rural 
residents and older induviduals using telemedicine less frequently (7). Given 
the high demand for specialist care amid limited provider availability, clini-
cians may prioritize established or local patients over new or rural ones, 
regardless of whether care is delivered in-person or via telemedicine. No 
studies have assessed how telemedicine adoption influences the geographic 
reach of mental health specialists.

To address this gap, I led a project analyzing Medicare fee-for-service 
claims data from 2018 to 2023 to assess the association between telemedi-
cine use and the geographic reach of mental health specialists, including 
psychiatrists, psychologists, social workers, and psychiatric nurse practitio-
ners. Specialists were categorized into four equal groups based on their 
telemedicine use. Using a difference-in-differences analysis, we measured 
differential changes between the highest and lowest telemedicine users in 
the study period across four primary outcomes: the percentage of visits 
provided to patients living in underserved areas, rural areas, out-of-state, 
and more than 20 miles from the provider. A secondary outcome examined 
the percentage of visits with new patients. Specialists’ geographic reach can 
increase either by seeing new patients from farther away or by existing 
patients moving. To explore this, we fixed patient locations to their initial 
zip codes in part of the analysis, ensuring that any increase in geographic 
reach reflected only new patients coming into practice.

The findings will be disseminated through high-impact journal publi-
cations and presented to researchers and policymakers in Norway and the 
United States.

Implementing Medicaid-Funded Mobile Crisis Teams Across 
U.S. States
MCTs are essential to crisis response systems by providing community-based 
interventions for individuals in mental health crises (4). These multidisci-
plinary teams aim to de-escalate crises in familiar environments, connect 
individuals to appropriate care, and reduce reliance on law enforcement, 
emergency departments, and hospitalizations (8). However, it remains chal-
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lenging to integrate MCTs into the mental health continuum, as access to 
and funding for MCTs vary significantly within and between U.S. states.

The American Rescue Plan Act (ARPA) of 2021 introduced financial 
incentives for states to strengthen crisis services through Medicaid to add-
ress these challenges (4). ARPA provided an 85% federal match for Medi-
caid-reimbursed MCTs for the first three years if states met specific eligibi-
lity criteria, including staff training, 24/7 services availability, and 
community linkages (9). As of September 2024, 21 states – including New 
York, Massachusetts, and North Carolina – had opted into increased Med-
icaid funding under ARPA. However, little is known about how the imple-
mentation of this increased Medicaid funding for MCT has impacted the 
access to mental health care.

To fill this knowledge gap, I was the principal investigator in another 
project to explore the perceived impact of implementing these MCTs in 
New York, Massachusetts, and North Carolina, as well as identifying per-
ceptions of key facilitators and barriers to their implementation. This qua-
litative research used semi-structured interviews with purposefully sampled 
stakeholders, including state Medicaid officials and MCT providers. We 
developed an interview guide informed by the Consolidated Framework 
for Implementation Research (CFIR), a comprehensive theoretical fram-
ework that identifies key domains influencing implementation processes. 
Participants were recruited from each state and selected for their diverse 
geographic, sociodemographic, and political contexts. The transcribed inter-
views were thematically analyzed, guided by CFIR as the theoretical fram-
ework. 

More broadly, this project addressed a core policy challenge: balancing 
local autonomy with the need to ensure access to quality services funded at 
the national level. Policymakers face the ongoing task of finding an ade-
quate level of regulation to reduce unwarranted variations while allowing 
flexibility for local implementation. The federal structure grants U.S. states 
considerable autonomy in shaping health policies, resulting in varying crisis 
response models. While the requirements for increased Medicaid funding 
may contribute to reduced variations and improved quality in MCTs, achie-
ving 24/7 availability can prove challenging in states with large rural popu-
lations. Moreover, reliance on fee-for-service reimbursement through 
Medicaid may threaten financial sustainability, particularly in areas with 
lower call volumes and less predictable funding (10). Striking the right 
balance between local autonomy and national regulation is challenging in 
both the U.S. and Norway, and this project provides valuable insights for 
addressing it.
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The findings will be disseminated through high-impact journal publi-
cations, including an opinion piece in Milbank Quarterly Opinion (10), 
and presentations at universities, conferences, and policy forums in the U.S. 
and Norway. Additionally, future research will build on these findings 
through a comprehensive mixed-methods implementation science project.

Lessons from the Harkness Fellowship
The Harkness Fellowship has truely broadened my perspectives. By engag-
ing with other Fellows and participating in Harkness seminars, I have gained 
new insights into various issues, including health disparities and effective 
leadership. Through my mentors and colleagues, I have had the opportunity 
to collaborate with different research groups on several projects. Their abil-
ity to navigate diverse fields, continuously explore new research avenues 
guided by data, and apply cutting-edge methods has been truly inspiring. 
I have also learned valuable leadership lessons from their ability to create 
well-functioning teams by building strong relationships, delegating respon-
sibilities strategically, and playing to the strengths of individual team mem-
bers. I have applied these lessons in practice when mentoring three Master 
of Public Health students in the MCT project. I have also been struck by 
the more informal and less hierarchical mentorship culture in the U.S., 
which I aim to foster in future leadership roles.

One of my goals as a Fellow was to expand my research expertise. Being 
immersed in rich academic ecosystems has allowed me to connect and col-
laborate with leading health policy experts, equipping me with new research 
methods and strengthening my interdisciplinary approach. For example, 
I led another project analyzing care patterns for Medicare enrollees with 
bipolar disorder, focusing on how telemedicine is integrated into outpatient 
therapy, evaluations, and management. Using Medicare claims data from 
2022 to 2024, we categorized patients based on their mental health spe-
cialists’ use of in-person care and telemedicine. Quality outcome measures 
included emergency department visits, hospitalizations, outpatient follow-
up, and medication adherence. This project aimed to provide key insights 
for policymakers into the relationship between telemedicine use and quality 
of care, and findings will be disseminated via high-impact journal publica-
tions and presentations.

Living and working in the United States has prompted reflections on 
Norway’s society and health care system. The diversity in demographics and 
viewpoints I encountered daily reflected the complexity of U.S. history and 
culture. A nation’s health care system often mirrors its broader societal 
structures: the fragmented U.S. system reflects deep political and economic 
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divisions, whereas Norway’s universal coverage model is shaped by a more 
homogeneous and consensus-driven society. However, fragmentation in the 
U.S. varies by state. Massachusetts, for example, has coverage rates compa-
rable to those of countries with universal health care. Understanding the 
vast scale of the U.S. has helped me grasp its health policy landscape. Just 
as Brussels can feel distant to many Europeans, federal policies from Wash-
ington may seem remote to many Americans. In the uncertainty of the 
current political climate, the foundations of U.S. federalism are being tested.

On a personal level, experiencing the disparities in health care access 
and outcomes in the United States has been another important lesson. A 
limited public safety net leaves many vulnerable populations without ade-
quate care. For example, it is heartbreaking to witness individuals with 
severe mental illness struggling in inner cities while world-class health care 
exists blocks away. Although the U.S. has a well-developed discourse on 
disparities, translating awareness into systemic change and improved out-
comes remains a fundamental challenge. The true measure of a nation is 
how it treats its most vulnerable. Experiencing these disparities firsthand 
has strengthened my conviction that robust safety nets and a publicly funded 
health care system are essential to ensuring access for all. 

Reflections on Future Research and Policy Work
In my future career, I want to continue working at the intersection of 
research and health leadership. As Head of the Secretariat in the government 
Committee on Decision-Making Capacity, I drew on my clinical, legal, and 
academic expertise to navigate complex legal frameworks and translate 
research findings into actionable policy recommendations for the Norwegian 
Ministry of Health and Care Services. This work resulted in a comprehen-
sive report that balanced different perspectives with up-to-date research (2). 
This hands-on experience deepened my understanding of the complexities 
of health policy implementation and the importance of close collaboration 
among stakeholders. I plan to apply these lessons in Norway and interna-
tionally, contributing to health policy as a researcher and policymaker. I am 
particularly passionate about integrating research into policymaking to drive 
innovation and bridge the fields of medicine, law, and ethics to create last-
ing, impactful changes in health policy and practice. My previous roles as 
Senior Advisor at the Norwegian Directorate of Health, litigating lawyer 
representing the Norwegian state, and Chief Physician in adult psychiatric 
divisions have given me valuable experience in translating complex legal 
frameworks into practice and addressing systemic challenges in health care 
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delivery. These experiences and the insights gained through the Harkness 
Fellowship will continue to shape my future research and policy work.
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the philanthropist and oil heir Edward Stephen Harkness (1874–1940) and 
his wife, Mary Harkness (1874–1950). Since 1952, the mansion has served as 
the headquarters of The Commonwealth Fund. The house is well known to all 
Harkness fellows and stands as a testament to The Commonwealth Fund’s 
mission to enhance the common good.
  The book is edited by Professor Jan Frich and Professor Emeritus Magne 
Nylenna. Frich was a Harkness Fellow from 2013 to 2014 and has been a 
member of the Norwegian Selection Committee for the Harkness Fellowship 
in Health Policy and Practice since 2021. Nylenna is a former director of the 
Norwegian Knowledge Center for Health Services (2011–2017) and served as 
Chairman of the Norwegian Selection Committee for the Harkness Fellowship 
in Health Policy and Practice from 2011 to 2020.
  The book is published with financial support from The Commonwealth 
Fund.
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